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HE clinical value of the réntgen ray in the 
diagnosis of gastric cancer has now become 
widely recognized. It is nineteen years 

since Cannon (1)! of America first used bismuth 
subnitrate in food to study the living stomach of 
the cat, and it is seventeen years since Wil- 
liams (2)! of Boston first used the same salt in 
sufficient quantity to delineate the human 
stomach. In this long formative period a large 
literature on the réntgen examination of the ali- 
mentary canal has arisen. A study of this lit- 
erature makes it evident that réntgenologists 
feel the need of standardizing the technique and 
of codifying the interpretation of results. 

In this article the usage and opinions of the 
foremost réntgenologists regarding the diagnosis 
of gastric cancer will be considered in the follow- 
ing order: 

I. Technique 
1. Contrast-meal 

2. Patient—preparation and position 

3. Screen and plate procedure 
II. Réntgenologic Signs of Gastric Cancer 

Anatomical 
(a) Flexibility of stomach walls 
(b) Position and size 
(c) Form 
(1) Alterations due to wall growth 
(a) Filling—defects 


1 Prof. Rieder of Germany is usually credited with the first practical 
use of bismuth subnitrate in quantities which allowed clinical examina- 
tions of the human stomach. This honor, however, belongs to Williams 


and Cannon of Boston, U.S.A., who in 1890, five years before Rieder’s 


publication, mixed bismuth subnitrate in large quantity in bread and 
milk and conducted the stomach examination in human subje ects by 
screen and plates in both upright and horizontal positions very muc has 
we do today. 
Williams. 


(See 
New York: 


The Réntgen Rays in Medicine and Surgery, by 


The Macmillan Co.. rgor, pp. 359 to 373.) 
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(b) Stenosis 
(1) At cardia 
(2) In body—hour-glass 
) At pylorus 
(2) Alterations due to adhesions 
2. Physiological 
(a) Filling and unfolding 
(b) Movements 
a) Peristalsis 
(b) Antiperistalsis 
(c) Emptying time—residue 


3. Réntgen-clinical 
(a) Palpation during réntgen inspection 
(b) Localization of tumor 
(c) Localization of pain or soreness 
(d) “Symptom-complex” 
IIL. Differentiation of signs due to cancer from those due 
to— 
1. Gastric ulcer 
2. Gastric syphilis 
3. Gastric tuberculosis 
4. Benign growths 
5. Adhesions from disease outside the stomach 
6. Pseudo filling-defects and stenoses due to— 
(a) Material within stomach 
(b) Pressure of extraventricular tumors, ete. 
(c) Spasm 
(1) Cardiospasm 
(2) Incisura and spasmodic hour-glass 
(3) Pylorospasm 
IV. Stage of cancer at which réntgen signs become ob- 
servable 
V. Reliability of the réntgen-diagnosis of gastric cancer 


It is to be regretted that so few of the prom- 
inent American réntgenologists have contributed 
to the literature of cancer. This, in part, is due 
to the comprehensive character of the contribu- 
tions which have been made by a few men so 
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situated that they are able to base their con- 
clusions upon large numbers of cases in which 
the réntgen diagnoses have been “checked up” 
by operation or by autopsy. 


THE RONTGEN CONTRAST-MEAL 

As is generally known, the stomach cavity is 
not visible by the réntgen ray unless it is dis- 
tended with air so as to be less dense than the sur- 
rounding tissues or unless it is filled with a 
contrast mixture which is more dense than the 
surrounding tissues. The earliest method of the 
réntgen examination of the stomach was by air 
distention. This has been revived by Roepcke 
and Haenisch and shown to be the method of 
choice in certain cases. Haenisch (3) of Hamburg 
gives a striking description of this method: 


The inflation of the stomach with air as an aid to 
réntgen diagnosis is by no means new; it is, on the con- 
trary, the oldest method, and was introduced long before 
that of the bismuth meal, being used by Becker, Levy- 
Dorn, Dubois Raymond, and others in 1897. It never 
attained any great popularity, and soon fell into disuse, 
since previous to the introduction of instantaneous radi- 
ography it afforded but little additional information. Re- 
cently, however, Roepcke has obtained most admirable 
results by insufflation with air. 

It will be well understood that this method of examina- 
tion is contra-indicated when there is any danger of bleed- 
ing, and should only be used after careful clinical examina- 
tion and with all possible precautions. 

Under these conditions the instantaneous réntgenogram 
shows the contour of the stomach very clearly. The organ 
appears somewhat distended, and not noticeably larger 
than it does when tonically contracted around a bismuth 
meal. 

I may here give a brief description of an instance in 
which the insufflation method gave an immediate and 
indisputable diagnosis. The case was one of suspected 
carcinoma. The bismuth examination showed an ex- 
ceptionally broad sickle-shaped shadow, the caudal pole 
of which extended below the symphisis pubis. In order 
even partially to fill the stomach, I had to give several 
platefuls of the bismuth food. I therefore determined to 
make an examination of the air-distended stomach, which 
I did twenty-four hours later. The plate shows in the 
lower part of the stomach the remains of the sickle-shaped 
bismuth shadow. Half-way up the larger curvature is a 
constriction with a solid, club-shaped shadow in juxtaposi- 
tion. Opposite this growth, on the lesser curvature, is a 
solid homogeneous shadow, with a white, mushroom- 
shaped patch projecting into it. This was caused by the 
invagination of the stomach wall, and, being filled with 
air, showed clearly the presence of a deep crateriform 
ulcer. 


This method offers the best opportunity for 
the stereoscopic examination of the stomach- 
cavity, especially when preceded by half an ounce 
of bismuth subcarbonate in water, so as to obtain 
some precipitation of the bismuth upon the stom- 
ach wall, as is so frequently seen within the 
magenblase. 
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It is, however, the contrast-meal which is the 
foundation of the réntgen-diagnostics of gastric 
cancer. Yet there is no recognized standard 
meal. On the contrary, a wide difference of opin- 
ion and usage is found in America as well as 
abroad. 

The dense materials which have been most 
successfully used are bismuth subnitrate, sub- 
carbonate and oxychloride, barium sulphate, 
zircon oxide, and thorium oxide. The subnitrate 
was the material used in the famous Reiderische 
Mahltzeit, but has been abandoned on account 
of the liberation in some cases of the nitrites in 
harmful quantities. The subcarbonate of bis- 
muth is the most generally employed. The 
comparative densities according to Kaestle (4) are 
as follows: 75 gm. kontrastin, about 40 gm. 
thorium oxide, 50 gm. bismuth carbonate, and 
too gm. barium sulphate are equivalent. In 
Germany zircon oxide is sold under the name of 
kontrastin and is highly recommended by 
Kaestle. 

Many writers (5, 6) have objected to bismuth 
subcarbonate because it is supposed to neutralize 
the gastric juice and thus alter the stomach 
chemistry and peristalsis. Barclay (7), before 
the Royal Society of Medicine, London, 1913, 
stated in a discussion on “Standardization of Bis- 
muth Meals” that he was “quite sure. as an 
absolute fact that bismuth carbonate did not 
neutralize gastric juice. After a carbonate meal 
you could get evolution of CO, by giving a dose 
of sodium bicarbonate.” 

As a matter of experiment it is readily found 
that when bismuth subcarbonate is mixed with 
hydrochloric acid solutions of the per cent met 
with in human stomachs, CO, is not given off nor 
acid neutralized for many hours. The same result 
is found with gastric juice obtained by the stom- 
ach tube. We may conclude that for the prac- 
tical purposes of a réntgen test-meal bismuth 
subcarbonate is a stable salt. 

The greatest difference of opinion is over a 
medium for the suspension of the contrast salt. 
Some of the bismuth mixtures are not suitable 
for the diagnosis of gastric cancer. 

Kaestle (4) states: Stiff paps give unsatisfactory pictures 
of stomachs with narrow niches and canals. Sediments 
from ordinary watery contrast-meals show only the pro- 
jections and deep parts of the inner surface of the stomach. 
The observation of a stomach-filling procedure under the 
employment of a drinkable, slowly sedimenting contrast 
mixture gives all desirable conclusions in the examination 
and makes the later administration of a stiff pap and sedi- 
menting solution superfluous. 

In England porridge (19), bread and milk (5), 
or water with sugar of milk (20) are most gen- 
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erally used. Rechou (8) gives the following 

formula, which maintains bismuth salts in perfect 
homogeneous emulsion for more than twenty- 
four hours: 

Bismuth carbonate 120 gm., gum-arabic 20 
gm., gum tragacanth 5 gm., syrup simple 150 
ccm., water 350 ccm. 

We may sum up the requirements of a réntgen 
contrast-meal as follows: 

1. It must be harmless. 

2. It should be a homogeneous mixture so as to 
possess a uniform opacity when mixed. 

3. It should be of a fluid consistency to show 
any filling-defect, however small, so as to pass 
readily into channels or perforations, and so as 
to follow instantly any small peristaltic or anti- 
peristalic wave. 

4. It should hold bismuth salts in suspension 
long enough to permit observations in the upright 
position. 

5. It should be chemically neutral. Either an 
acid or an alkaline reaction may be factors of 
disturbance in different stomachs, impossible 
to estimate. 

6. It should not contain any soluble medicinal 
substance. 

7. It should be miscible with ordinary stomach 
contents. Stomachs cannot be relied upon to be 
absolutely empty in the average cases. There- 
fore the contrast salt should not be held too firmly 
in a curd or jelly or in too permanent an emul- 
sion. A partial precipitation of the bismuth or 
barium favors the accurate delineation of the 
gastric cavity, including the fundus. 

8. It should not contain oil or fat, which often 
inhibits peristalsis and delays emptying. 

g. It should not excite disgust or nausea. 
This is disturbing to observation of cardiaspasm 
and gastric peristalsis. 

10. It should be quickly preparable and in a 
form which may be kept always on hand without 
decomposition. 

Buttermilk which is so generally used fails to 
conform to these requirements in four particulars: 
it is acid in reaction; it contains fat; it holds the 
contrast salt in curds and in very firm suspension; 
it is disagreeable, even replusive, to many pati- 
ents. Potato pap, gruels, acacia and tragacanth 
solutions may be made of any designated con- 
sistency and strained and may be flavored to 
suit the taste. The objection to them is that they 
must be prepared beforehand and may become 
stale. Also the réntgenologist is likely frequently 
to find himself without his vehicle on hand. 

Cocoa contains an alkaloid, dimethylzanthine, 
which is, however, feeble in action. Bread and 
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milk obviously lack the required homogeneity 
and are most unsuitable in the réntgen diagnosis 
of filling-defects. Water alone, or with sugar or 
flavoring, is very satisfactory and much used, 
but it allows of rapid settling of bismuth during 
observations in the upright position. 

Malted milk mixed with powdered starch, four 
to one, fulfils all the above requirements. It 
may be kept on hand mixed in the dry state so 
as to permit of rapid preparation whenever 
needed. A heaping tablespoonful of this mixture 
dissolved in one-half pint of boiling water will, 
after cooling, hold three ounces of bismuth sub- 
carbonate or barium sulphate in the proper su- 
spension for X-ray work. Much of the barium 
sulphate prepared for X-ray purposes is too 
coarse to remain in any practicable suspension. 


PREPARATION OF THE PATIENT 


For the X-ray examination of cancer cases 
the stomach should be empty if possible. In 
cases where a clinical test-breakfast has been 
administered and the stomach contents have 
been removed by the tube for analysis, the 
réntgen examination should be delayed for half 
an hour to allow the patient to recover from the 
passing of the stomach-tube. The contrast- 
meal should not be given following any food, 
especially milk, which may curd and produce 
pseudofilling defects. Nervous, apprehensive 
patients need encouragement and assurance to 
permit of a satisfactory examination. 


POSITION OF THE PATIENT DURING 
EXAMINATION 

The Holzknecht technique has dominated X- 
ray Europe and to a large extent America. In 
his early work, now a classic, Holzknecht (9) 
says: 

Further, we have learned the necessity of undertaking 
the examination not merely in one position of the body and 
in one direction of transillumination, but in both standing 
and horizontal positions and indeed in the dorsal, right 
and left positions, while the transillumination may be 
anteroposterior, lateral, or oblique. 


Barclay (10) says: 


It was at once apparent that posture had an extraordi- 
nary effect on the gastric contents, and it became a mat- 
ter of choice whether to examine the patient standing 
or lying down, as the limitations of time prevented a 
routine use of both positions. In many cases, however, 
both were employed, but the horizontal position practi- 
cally never yielded any information that had not al- 
ready been obtained, and its use was abandoned except 
for post-operative cases where the patient was too weak to 
stand and it was necessary to determine by what route 
the food left the stomach. For this purpose the horizontal 
position sufficed, but it is not capable of yielding reliable 
data as to the stomach walls, and for this reason I think 
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it futile to attempt ordinary X-ray diagnosis unless the 
patient can be examined in the upright position. Another 
point that determined the use of this posture was the 
fact that it is the usual position during digestion, and it is 
while this process is going on that the X-ray examination 
is made. 

The best view of the stomach is obtained with the 
abdomen against the screen, but in certain cases it was 
found that the pyloric portion seemed to turn somewhat 
backward and its shadow was thus foreshortened, but by 
rotating the patient slightly this portion came into full 
view. The pylorus itself is the most difficult portion to 
see clearly, not only on account of the small quantity of 
food that it usually contains, but also because of the super- 
imposed shadow of the vertebral column. 


Cole (11) does his serial work with the patient 
prone. He devised a table with a depression for 
the abdomen. This device to prevent deformity 
of outline due to pressure has been widely used 
in America. 

When the patient lies upon his back the fundus 
and pars media may be well filled, observed, and 
palpated. But the antrum pylori, the pylorus, 
and the duodenal bulb cannot be studied in this 
position as a rule, excepting as they are filled by 
the palpating hand or spoon. This is the position, 
however, for comparison with the physical 
findings of the internist. 


SCREEN AND PLATE PROCEDURES 

The screen should not be mentioned without a 
warning against the dangers to the operators of 
X-ray effects. The ordinary means of protection 
in general use secure perfect safety to the patient, 
but the introduction of new and more powerful 
apparatus necessitates redoubled precautions on 
the part of réntgenologists who work daily before 
the screen. 

The open fluoroscope is the moving picture 
screen of clinical diagnosis. Each pulse of the 
current through the tube throws an image on the 
screen. The succession of images is so rapid that 
the resulting picture has absolute freedom from 
flickering. It is an advantage in screen work to 
have the slowest rate of current interruption 
that gives a continuous image to the eye. This 
improves sharpness of outline in the moving 
image because it eliminates the slight phos- 
phorescent lag which is present in most screens 
and which tends to give a slightly blurred com- 
posite image. The detection of delicate anti- 
peristaltic stomach-waves in cases of pyloric 
growths is facilitated by slower rates of interrup- 
tion. Also slower pulses reduce the quantity of 
X-rays passing through the patient and allow 
increased time for screen observation without 
exceeeding the limits of safety. 


Holzknecht (12), the great master of screen 
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technique, has lately recommended the use of a 
metal cylinder about 3 inches in diameter and 6 
inches long. He says: 

_ This tube is attached to the fluorescent screen and 
interposed between the patient and the screen. For 
radioscopic purposes we do not need a perfectly contrasted 
picture of the whole region. For a general view the ordi- 
nary radioscopic image is quite sufficient, so long as we 
can get a clear and well-defined picture of the limited 
region under suspicion, and for this purpose the Bucky 
diaphragm may be moved from place to place over the 
whole region under examination. 

_ It is obvious that when the compressor is in use the 
increased distance between the object and the screen will 
cause some magnification of the radioscopic image. This 
magnification, however, is rather an advantage than the 
reverse, since it is only used to determine minute details. 

The complete effect of the new method is most striking. 
The veiled, indeterminate shadows, which had to be 
scrutinized with the greatest care, give place to black and 
white pictures, rich in details, which are clearly visible, and 
can be studied without difficulty in all their minutiz. 

While this device improves screen definition, 
the plate is still incontestably superior for detail. 
American réntgenologists regularly take a certain 
number of plates following or during the screen 
examination. 

The cinematographic plate series, whether or 
not reduced to a “film,” is the only rival of the 
screen. The superior detail of the plates can be 
studied with painstaking repetition which is im- 
possible with screens and diaphragms. The ex- 
pense of the cinematographic process and the 
delay in getting reports has retarded a recognition 
of its value. Also palpation and the localization 
of tumors or pressure-pains, which is a part of a 
screen examination, are impossible for serial 
plates. 

Cole (13) has brought the serial plate method 
to perfection and has made the cinematographic 
film a practical means of diagnosis in his own 
office. He says: 

The more extensive growths may be detected readily 
by réntgenoscopy (fluoroscopy) or by two or three rént- 
genograms. But the negative or positive diagnosis of 
small, indurated ulcers or early carcinomata necessitates 
a careful study of several series of réntgenograms made 
with the patient in both the prone and erect postures, and 
at various intervals after the ingestion of barium and but- 
termilk. The author is not content with less than 40 
rontgenograms, and frequently makes 70 or 80, which are 
set up where they may be studied individually and _col- 
lectively and superimposed for comparison. If expedient, 
they are reduced in size and reproduced cinematographi- 
cally. The examination is necessarily an expensive one, 
but like surgery it may be placed within the means of all 
patients. 

Cole’s brilliant work in the successful demon- 
stration of small ulcers and early carcinoma has 
turned the serious attention of réntgenologists 
to the serial plate method. The time and ex- 
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pense of exposing, developing, and examining 
from 40 to 8o plates of a single case formed, with 
very few exceptions, an effectual bar to adoption 
of this method. Kaestle (14) made 16 exposures 
on one plate. But it remained for Pirie of 
Montreal to demonstrate Kaestle’s procedure by 
means of a simple apparatus of his own design, 
so as to utilize the essential features of Cole’s 
method and yet avoid the prohibitive features 
of time and expense. 

Pirie’s method consists in making from 6 to 16 
separate exposures on a single plate. Thus it is 
possible to obtain a series, both cinematographic 
and stereoscopic, of 16 views and yet have but one 
plate to handle, develop and file. Two 4x17 
plates would thus give 32 views. Pirie’s (15) 
own description is as follows: 


When the antrum pylori has been found and the con- 
tractions are seen clearly, one waits till the exact phase of 
contraction wanted is taking place. The plate is then at 
once slid into position and the 16 views are made one after 
another in about 32 seconds. In order to get the pictures 
fitted neatly on the large plate there are two metal runners 
at right angles to each other, with notches cut 3.5 inches 
apart on the one and 4.25 inches apart on the other. By 
making these notches engage, the plate is made to take up 
the exact position required for each view. ‘The movement 
takes half a second and the exposure 1 to 1.5 seconds, the 
apparatus at my command not being able to do faster work 
even with an intensifying screen. ‘The apparatus is oper- 
ated from the interior of a protection cabinet. 

This apparatus is a modification of that used by Cole for 
serial radiography. It has proved of great value to me for 
the diagnosis of duodenal ulcer, pyloric stenosis, early 
pyloric carcinoma, gall-stones, gastric and duodenal ad- 
hesions. 


Potter (41) has devised a practicable and won- 
derfully compact instrument for making a series 
of exposures on a film with the patient standing. 
The device is described in his own words as 
follows: 


This instrument, which I call a pylorograph, is designed 
to make a longer or shorter series of radiographs of a 
limited field of the stomach following a fluoroscopic 
examination. A film five inches wide is used, each ex- 
posure being five by five inches. The instrument, which is 
20 by g by 5 inches in size, is arranged on a standard tube 
stand and held in front of the patient. The necessary 
shift of film and intensifing screen is made by hand by the 
operator standing at the side of the patient. One simple 
sliding member actuates the film advance and the screen 
withdrawal. The reciprocal motion places the screen 
again in contact. To obtain the particular field desired 
for this serial study, a fluoroscopic screen is mounted on 
the back of the instrument which allows one to “spot up” 
a given area beforehand. A serial time-switch operates 
the transformer current through a push button in the left 
hand of the operator, giving any desired duration and 
interval, 


Such an instrument as this brings serial 
réntgenography within the scope of daily prac- 
tice. 


In marked contrast to the Potter and Pirie 
procedures is that recommended by Lockwood. 
Practitioners are more likely to form their ideas 
from Lockwood's splendid work on “ Diseases of 
the Stomach”’ than from réntgenological mono- 
graphs. Lockwood’s preface would lead one to 
believe that his views were also those of Learn- 
ing. Lockwood (16) says: 


Following the teachings of Holzknecht and Haudek, the 
author recommends the following as a routine technique 
in all stomach examinations: The patient is first prepared 
by a thorough catharsis, preferably by castor oil given at 
night. The following morning at a prearranged hour the 
patient takes a Rieder meal of 8 ounces of oatmeal gruel 
into which is thoroughly mixed 2 ounces of bismuth sub- 
carbonate, or bismuth oxychloride, obtained from a repu- 
table druggist, so that the drug is as pure as can be obtained. 
A light breakfast of tea and toast may be given one hour 
later. The patient is to be at the radiologist’s office five 
and one-half hours after taking the Rieder meal, so that 
the first radiograph may be taken exactly six hours after 
the ingestion of the bismuth. ‘This plate will show the 
motility of the stomach and the location of the head of the 
bismuth column in the ileum or colon. A second bismuth 
meal, composed of bismuth subcarbonate or oxychloride 
1.5 ounces, gum acacia mucilage 2 ounces (33 per cent gum 
acacia), and water suflicient to make 8 ounces, is then given, 
and a second radiograph immediately made, which, in its 
turn, will show the size, shape, and position of the stomach. 
There are now in the two plates, as a rule, sufficient radio- 
logical data, combined with the history, clinical findings, 
and appearance of the patient, to make a diagnosis of the 
case. Occasionally a third radiograph may be taken 
fifteen minutes after the second as a control, or to see the 
motility of the pylorus and the first part of the duodenum. 
Sometimes in cases of hypermotility it is well to radio- 
graph the patient three hours after the ingestion of bis- 
muth. The patient is radiographed standing, although 
additional plates may be taken in the recumbent position 
if desired. 


Barclay (17) represents an English view: He 
states: 


Radiographs are of comparatively little use except for 
demonstration purposes, as they represent the picture at 
one particular moment only, and give little indication as to 
how the stomach receives the food, etc. Radiographs are 
therefore expensive, and in many cases unnecessary lux- 
uries except for demonstration purposes, but a good radio- 
gram of the pars pylorica will reveal more detail than can 
be made out on the screen. 


Carman (18) describes the procedure at the 
Mayo clinic: 

Having taken an ounce of castor oil the evening be- 
fore, the patient reports in the morning without break- 
fast. He is then given an ordinary portion of wheat-meal 
porridge into which two ounces of barium sulphate have 
been well mixed, together with a little sugar and cream. 
He is directed to abstain from further food until after the 
examination and to return six hours later. On his return 
he is stripped down to the hips; the screen is placed against 
the abdomen and the presence or absence of residue in the 
stomach from the morning meal noted. 

Next the “head” of the barium column, that is to say, 
the most advanced position in the intestine of the six-hour 
meal, is determined. Commonly this will be in the cecum, 
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but it may be anywhere from the stomach to the rectum, 
depending on the patency and motility of the tract. 

The patient now drinks rapidly 6 or 8 ounces of water 
containing 1.5 to 2 ounces of subcarbonate well stirred. 
Its entrance into the stomach is carefully watched. When 
all has been drunk, the observer palpates toward the 
pylorus, and by this effleurage is often able to drive a quan- 
tity through into the duodenum, thus visualizing it. He 
then presses the bismuth in the stomach upward, watching 
the outline of the greater and lesser curvatures. 

Sixteen ounces of potato-starch pap containing 2 ounces 
of bismuth subcarbonate and flavored with syrup of rasp- 
berry are then drunk by the patient. Usually this fills 
the stomach quite well, outlining it clearly. Irregularities 
which may have been previously observed with bismuth 
water are palpated to determine their nature and per- 
manence. Mobility and peristalsis are also determined. 

Two or three plates are now made, the patient standing 
with his abdomen against the plate-holder, with the upper 
edge of the plate at or near the nipples. 

f* It is evident that the signs of gastric cancer 
may be recognized by the screen alone or by plates 
alone. It is evident that serial plates will demon- 
strate an involvement of the stomach wall too 
slight to be found by the screen. There is no 
room for the controversy which has arisen over 
these two methods. One supplements the other. 
The skillful use of the screen removes the necessity 
of many plates. For the particular area which 
remains in doubt, Potter’s or Pirie’s method 
should be used. It is an advantage to take at 
least one large plate of the entire stomach and 


abdomen. 


Il. RONTGENOLOGIC SIGNS OF GASTRIC 
CANCER 

When the stomach is distended with air, it is 
possible in a limited way to study the stomach 
walls. But by the usual bismuth method it is 
not the stomach wall but the stomach cavity 
which is studied. When the ordinary contrast 
or opaque meal is taken into the empty stomach, 
the réntgenologist sees what is in effect a cast 
of the stomach interior. It is, however, a cast 
which permits the natural movements to be un- 
impeded and which conforms to every changing 
contour of this highly motile organ. But the 
rontgenologist cannot see this cast as one would 
see it if it could be removed intact from the 
body in a solid state. He sees only the outline, 
the silhouette, upon screen or plate. He may, 
however, see this from various points of view and 
at various intervals during stomach cycles and 
during different periods of stomach emptying. 
He may watch peristalsis. He may by palpation 
alter the form of this mobile cast and determine 
the flexibility of the enclosing stomach wall and 
its relation to pain areas, tumors, and adhesions. 
Upon such foundations rest the réntgenologic 
signs of gastric disease. 
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In cancer of the stomach these signs vary 
according to the location and extent of the 
involvement. It is obvious that carcinoma at 
the pylorus will give a different picture-complex 
from carcinoma of the pars media. Reference to 
the outline in the beginning of this paper will 
show the réntgenologic signs arranged in logical 
sequence. 


ALTERATIONS OF FLEXIBILITY, POSITION, 
AND SIZE 


These are closely associated conditions. Re- 
duction in the size of the stomach or flexibility 
of its walls as practical signs of carcinoma are not 
discussed in works on medical or surgical diag- 
nosis. These are cancer signs of real importance, 
which the réntgen method has made available. 
As the carcinomatous stomach contracts, it also 
ascends, so that in some cases it is entirely under 
the costal margins. The shrinking and ascent of 
the stomach are usually associated with lessened 
flexibility of the stomach wall and by lessened 
movability of the whole stomach on palpation. 
This type of malignant stomach is the scirrhous 
and is essentially a wall-infiltration. With this 
type of cancer the pylorus is open or gaping, even 
when the pars pylorica and pylorus are involved. 
The contrast-meal runs freely out of the stomach. 
If pyloric narrowing occurs after the stomach 
walls are already stiffened, dilatation may not 
result. 

Schiitz (20) in describing the scirrhous type 
quotes from Jonas as follows: 


For the diagnosis of this form of carcinoma Jonas has 
given the following radiological indications: “‘The stomach 
scarcely projects from under the left costal arch. It may 
show the signs of stenosis of the pars pylorica and one may 
recognize a wall infiltration. If in an involvement of the 
pylorus the caudal pole of the stomach remains strikingly 
high in contrast to the expected dilatation, then this be- 
havior awakens the suspicion of carcinomatous shrinkage, 
which may be proved by the radiological signs of wall 
infiltration.” 


Haudek is quoted by Schiitz to the same 
effect: 

The infiltrating carcinoma offers the sign of shrinking 
and diminution in the size of the stomach with indefinite 
limits of wall involvement. 

Carman places “diminution in size” sixth in 
his list of carcinoma signs, which are arranged in 
the order of their importance. He says: 

In the scirrhous type the indentations are very small, 
even absent, although the concentric narrowing may great- 
ly lessen the caliber of the stomach, especially at the pyloric 
end, and give it afunnel or retort form, also diminishing its 
capacity. 

Kaestle sums up the causes of stomach shrink- 
age as follows: 
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Diminution of the stomach comes with prolonged fast 
and in stenosis of the cesophagus. One finds shrunken 
stomachs after gastro-enterostomy (without resection) in 
consequence of prolonged small load, and at last, as a 
malignant symptom, by diffuse infiltrated cancer of the 
stomach wall. 

The part of the stomach attacked — for the most part 
the body and pyloric region—assumes finally the appear- 
ance of a hose with a sometimes humpy inner wall; the 
fundus is thereby often enlarged. The scirrhous stomach 
takes on the cow’s-horn form, wrinkles up, and lies for the 
most part diagonally in the abdomen. 

To Kaestle’s list may be added prolonged 
alcoholism as a cause of contracted stomach 
with thickened walls cited by Cole. 

Diminution in the size of the stomach due to 
obstruction at the cardia and dilatation due to 
obstruction at the pylorus will be considered under 
the head of stensosis. 


FILLING-DEFECTS 

Irregularities in the form of the gastric sil- 
houette due to wall-growth constitute the car- 
dinal signs of medullary cancer of the stomach. 
Any growth which projects into the stomach 
cavity will indent the outline of the opaque stom- 
ach contents; also any ulcerated process which 
erodes the inner surface of the stomach or which 
forms scar tissue will cause protrusions from the 
silhouette or contractures of the outlines. This 
is the meaning of the term “ filling-defect.”’ 

It is evident from the foregoing section that 
scirrhosis rarely shows a filling-defect. Similar 
deformities in the gastric outlines resulting from 
causes other than growths or ulcerations of the 
stomach wall are considered as ‘ pseudofilling- 
defects.”” These constitute the major problems 
of differential réntgen diagnosis. 

Overwhelming emphasis is laid upon the 
filling-defect by most authors. 

Barclay (17) says: “Apart from pyloric ob- 
struction, the diagnosis of carcinoma depends 
upon the irregularities caused by the inroads of 
the growth.” 

Carman (21) says: “The filling-defect is a 
sign of cardinal import and practically indispen- 
sable in the réntgen-ray diagnosis of carcinoma.” 

Cole (13) says: “The réntgenological diagnosis 
of new-growths of the stomach .. . is 
based on permanent constant deformities in the 
gastric wall, which interfere with the systole and 
diastole of the stomach, and the progression 
pylorusward of the peristalsis.”’ 

White and Leonard (22) say: ‘‘ The most impor- 
tant evidence is a constant defect in the outline 
of the stomach on filling it with bismuth. In the 
very earliest cases this is due to a slight local 
thickening with disturbed peristalsis, and is hard 
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or impossible to recognize as cancer. In later 
cases the defect is irregular in outline and of any 
size, and looks like a jagged bite out of the 
stomach shadow.” 

A filling-defect produces symptoms according 
to its location. At the cardiac orifice it usually 
produces some degree of stenosis with dilatation 
of the oesophagus and its attendant symptoms. 
At the pylorus it produces stenosis with signs of 
obstruction, or it produces stenosis with rigidity 
of the pylorus, so that the signs are not those of 
obstruction but of patency. In the pars media 
the filling-defect, on the greater curvature if 
sufficiently large, produces organic hour-glass. 
On the lesser curvature the filling-defect may 
simulate callous ulcer. On any portion of the 
stomach the filling-defect is likely to be associated 
with adhesions to adjacent viscera. 

When an apparent filling-defect is discovered 
in a case, its constancy of occurrence and form 
are best determined by observations on several 
different days. The peristaltic wave will die out 
on reaching a filling-defect, to reappear beyond. 
If the filling-defect is located at the pylorus, 
antiperistaltic waves may be seen. 

Serial plates covering different phases of 
several different stomach cycles find here their 
greatest usefulness (Cole). The accurate repe- 
tition of delicate irregularities of forms in a cycle 
series may enable the réntgenologist to identify 
a true filling-defect that otherwise would have 
escaped detection or would have been too small 
for positive conclusions by other methods. Cole 
(23) has repeatedly demonstrated the delicate 
precision of the serial method which is associated 
with his name. White and Leonard (22) report 
a brilliant example of this method in the hands 
of Ariel George: 

A man of 60 years had mild attacks of epigastric distress 
and vomiting for several years. Physical examination was 
practically negative. Gastric secretion was normal. No 
blood was found in the gastric contents or fwces. There 
was slight 12-hour gastric stasis. A diagnosis of cancer 
was made after X-ray examination on the basis of a very 
small annular defect at the pylorus, showing slight but 
definite irregularity, and resection urged. The surgical 
diagnosis at operation was chronic inflammatory tissue, 
but resection was done. The pathologist’s report of gross 
examination was the same, but cancer was found on 
microscopical examination. We must give the radiologist 
the credit of making the correct diagnosis, and if such 
results are confirmed by a later series of cases they will 
prove of great value. We do not feel sure, however, that 
such X-ray evidence will always distinguish cancer from 
ulcer. 

Pseudofilling-defects due to material within 
the stomach, such as unmasticated food, milk- 
curds, and foreign bodies, need only to be men- 
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tioned. Some interesting cases of hair-ball in 
the stomach have been reported. Once seen 
skiographically the hair-ball is usually recogniz- 
able by the characteristic infiltrations of the bis- 
muth mixture into the matted hair. 

Carman (21) summarizes the subject of filling- 
defects as follows: 

True filling-defects must be carefully differentiated 
from indentations of the wall of the stomach by a gas-filled 
colon, by adjacent extrinsic tumors, notably those of the 
liver, spleen, colon and mesentery, and by spasm. The 
splenic flexure, in spite of preparation by purging, will 
often be distended with gas and give the adjacent greater 
curvature of the stomach a somewhat ragged aspect. By 
palpation during the screen examination the stomach can 
be pushed away from the colon, causing this raggedness to 
disappear, or at least show its character. Villing-defects 
caused by tumors external to the stomach, deforming its 
contour, are less easily differentiated. However, such fill- 
ing-defects may change in appearance with slight palpa- 
tion, or even with respiratory movement. During the 
screen examination the intimate relation of a palpable 
tumor mass to the stomach and its correspondence to a 
filling-defect in the gastric outline may be sometimes 
determined. The deformity produced by spasm, most 
often the hour-glass, is sharply delineated, in contrast with 
the usually indefinite shadings of a tumor-produced filling- 
defect. Frequently it relaxes on energetic manipulation. 
Antispasmodics such as belladonna, given for two or three 
days prior to a second examination, will generally cause 
such a spasm to disappear. 

The filling-defect is the hieroglyphic of cancer 
engraved upon the stomach wall. 


STENOSIS 

Stenosis is a fundamental sign. It has already 
been touched upon under the head of filling- 
defect. It usually occurs, if time is allowed, in 
carcinoma of the cardia, or of the pylorus, and 
may be a late result of a filling-defect in the pars 
media, causing a malignant hour-glass stomach. 
Stenosis or narrowing of the pylorus may exist 
without signs of obstruction if the stiffened walls 
prevent pyloric closure. But a similar narrow- 
ing at the cardiac orifice always produces cesopha- 
geal dilatation unless the patient very early 
begins the use of a liquid diet. However, cancer 
at the cardia may run its entire course without 
obstruction or stenosis (Johnson, 24). 

True organic stenosis of any part of the stom- 
ach may be caused not only by cancer but also 
by ulcer, tuberculosis, syphilis, and adhesions. 
Stenosis may be simulated by the pressure of 
extraventricular growths or by spasm. 

It is remarkable that stomach spasm as a 
reflex from affections outside of the stomach, 
such as a chronic irritation in the appendix or in 
the gall-bladder, is able to simulate so many of 
the phases of true stenosis. Thus we may have 
cardiospasm, pylorospasm, and spasmodic hour- 
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glass so persistent that their recognition taxes 
the utmost skill of the experienced réntgenologist. 
To locate the real disease-focus calls for a broad 
insight into the clinical data of the case and may 
be the means of excluding cancer when screen and 
plate show an apparent filling-defect of possible 
malignancy. 

Stenosis at the cardiac orifice is best studied 
when the patient is in the upright position, with 
the body so rotated before the screen that the 
cesophagus shows clearly between the heart and 
the spine. This is approximated by placing the 
right nipple against the screen. The arms should 
be held forward as in the act of drinking, so as to 
clear the field for observation. The course of the 
contrast-meal during deglutition is then followed. 

Signs of cardiac stenosis are: delay in the 
passage of the contrast-meal through the orifice 
and total obstruction. In cases of delayed pas- 
sage, the orifice may show narrowing, increased 
length, winding course, stiffening of walls, and 
variable form. Narrowing with stiffened walls 
may prevent complete closure at any time, and a 
trickling of the contrast liquid into the stomach 
begins at once and continues until the contents 
of the cesophagus have passed. In cases with 
diverticula, a portion of the contrast liquid is 
retained above the cardia in characteristic form. 
A constant deformity of the cardiac orifice has 
the force of a filling-defect. The coincident of a 
pain-area is confirmatory. 

Cardiospasm is differentiated by showing the 
combination of total obstruction with sudden 
relaxation and sudden emptying of a full cesoph- 
agus. The spasm, however, may persist for 
hours or days and again be unaccountably 
absent. Atropine or massage may relax the 
spasm. The cesophagus may fill to the larnyx 
and yet show only moderate dilatation, or various 
grades of dilatation may be present. 

Cardiospasm is reflex and the disease focus is 
usually elsewhere, but irritation at the cardia 
may cause it, precisely as ulcer at the pylorus 
causes pylorospasm. However, the presence of 
cardiospasm may be relied upon to exclude 
malignant stenosis at the cardia in the majority 
of cases. In 1906 Plummer (25) reported 11 
cases, and in 1908 40 cases (26), none of which 
proved to be malignant. In his last paper (26), 
however, he mentions 3 cases, not included in his 
series, in which cancer complicated cardiospasm. 
His statement is as follows: 


The cause of the spasm is largely speculative. A few 
cases have been reported associated with gross lesions of 
the oesophagus, such as ulcers, fissures and small carcinoma 
in the cardia, carcinoma of the stomach, etc. We have 


seen cases of carcinoma complicated by cardiospasm, and 
one case of hour-glass stomach due to syphilis with second- 
ary cardiospasm. (Esophagitis and ulcer of the cesopha- 
geal wall not in close proximity to the cardia are to be 
looked on as secondary to cardiospasm and dilatation, not 
as primary factors. In the majority of cases, however, 
no such possible etiologic factors are to be found. Cardio- 
spasm is not often present in inflammatory conditions of 
the cesophagus which come under observation. Evidence 
of oesophagitis previous to the onset of the cardiospasm 
could not be elicited from any of the cases. With three 
exceptions, none of the forty cases reported had neu- 
rasthenic symptoms. 

The facility with which cardiospasm may be 
detected and studied by the X-rays promises 
to clear up its relations to gastric carcinoma. 

Stenosis at the cardia, whether organic or spas- 
modic, should be looked for in cases of small 
stomachs. Similarly, in cases of a dilated stom- 
ach look for stenosis at the pylorus. 

To examine the pyloric region, rotate the 
patient either in the upright or horizontal posture 
so that the pyloric ring is either to the right or 
left of the spinal column. Usually stenosis may 
be at once excluded by seeing the contrast-meal 
pass at intervals through a widened pylorus. If 
the peristaltic movements are sluggish, the con- 
trast-meal may be pushed through into the 
duodenal cap by palpation. 

As in the case of cardiac stenosis, so pyloric 
stenosis is made evident by narrowing, lengthen- 
ing, winding course, and constant deformity. 
The characteristic stenosis-peristalsis will be 
considered under the head of stomach movements. 

Much more frequent than cardiospasm_ is 
pylorospasm. This sign is a strong hint to look 
beyond the stomach for the focus of disease. But 
if no extraventricular focus can be found, then 
it must be remembered that the reflex cause of 
the pylorospasm may lie within the stomach. 
It may be the first sign of a mucous membrane 
erosion anywhere in the stomach. Kaestle (4) is 
specific on this point: 

A tonic spasm of the ring musculature of the stomach 
exit is ‘“‘pylorospasm.”’ This can be produced reflexly by 
the passage of abnormally acid chyme into the duodenum. 
Thus it can be a symptom of hyperacidity. This is, as is 
well known, frequently the cause or effect of an ulcer or 
erosion of the mucous membrane somewhere in the stom- 
ach. So reflex pylorospasm may occasionally be an 
indirect indication of gastric ulcer without localizing it. 
A mucous membrane erosion of the pylorus itself can 
produce a spasm in consequence of local irritation of the 
nerve elements of the region in question. In this way the 
pylorospasm becomes a direct expression of a stomach 
ulcer or ulcer carcinoma. 


FILLING AND UNFOLDING 


The filling and unfolding of the normal stom- 
ach as seen by the réntgenologist on the screen, 
while the patient in the standing position drinks 


CRANE: RONTGENOLOGY OF GASTRIC CANCER 


589 


a contrast fluid, is illustrated and described with 
great care by Groedel. The first few swallows of 
contrast liquid are normally held up for a few 
seconds in the form of an inverted cone by a 
contraction of the pars media. A partial relaxa- 
tion then converts the middle third or pars media 
into a narrow channel, allowing the contrast-meal 
to flow rather than drop into the antrum. This 
conversion of the pars media into a channel is 
the “canalization’’ phenomenon so frequently 
mentioned in réntgenological literature. 
According to Groedel (10) the filling process is 
more or less distinctive in hypersecretion with 
hyperacidity, in achylia, in atonic dilatation, in 
mechanical dilatation, in stomach-wall changes, in 
adhesions, in hour-glass contraction, and in stom- 
ach tumors. The canalization is therefore a fac- 
tor in the differential diagnosis of gastric cancer. 


MOVEMENTS 

The peristaltic movements of the stomach 
play an important part in the recognition of can- 
cer, particularly in the early stages. The ab- 
sence of peristalsis in an involved area of the 
stomach wall during the time when peristaltic 
waves are passing towards the pylorus is the 
essential point. A stomach-wall intiltration too 
small to give a filling-defect may be detected by 
this means. Scirrhous infiltration of a large part 
of the stomach may exist without filling-defect, in 
which case the absence of peristalsis may be a 
deciding factor. 

Peristalsis is an important means of excluding 
cancer. If normal peristaltic waves can be seen 
following one another to the pylorus and passing 
chyme into the cap, then no stomach-wail afiec- 
tion exists in the motor area. The motor area, 
however, does not extend above the pars media 
as a rule and often not above the antrum, al- 
though it may exceptionally begin in the fundus as 
shown by Case (27). 

The purpose of stomach peristalsis is (1) to 
mix the stomach contents with gastric juice, 
promoting food solution, and (2) to assist in 
emptying the stomach. This latter function is 
subservient to the pyloric muscle, the keeper of 
the gate (Cannon, 1). The chemical reaction 
of the stomach contents is an important factor. 
In achylia the pylorus opens readily and stom- 
ach-emptying is rapid without marked peristalsis. 
In hyperacidity the pylorus does not open readily 
and, in severe cases, remains closed by spasm 
for hours. But peristalisis is markedly increased 
for a time, unless ulcer is present, in which case 
peristalsis may be partially suppressed. In 
cases of duodenal irritation or duodenal ulcer, 
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the pylorus opens very readily, at least during 
the first period after eating, and the peristaltic 
waves are rapid, deep, and vigorous. Under 
these circumstances there is rapid early emptying 
of the stomach, although there may remain a 
small bismuth residue from late pylorospasm. 

Typical cases, therefore, of gastric carcinoma 
with achylia, and of gastric or duodenal ulcer 
with hyperacidity when the pylorus is not in- 
volved, may be differentiated by clear rént- 
genological characteristics. 

When, however, the pyloric sphincter is involved 
in a carcinoma so as to produce obstruction, 
another réntgen-complex results. Kaestle (4) 
Says: 

In pyloric stenosis one finds deep and lively peristalsis 
beginning abnormally high in the stomach ‘(Jonas and 
others). The finding of stenosis peristalsis in the dilated 
stomach warrants a diagnosis of ‘obstruction, not atonic 
dilatation.”” With progressive diminution of the muscular 
power in pyloric stenosis and obstruction—dilatation, a 
deepened peristalsis remains visible at least during the 
first period after reception of the meal. Later on one 
sees deep contractions of the stomach wall, only in the first 
moment after the reception of the food, sometimes only 
during the swallowing of the contrast pap. Finally, only 
by means of energetic massage of the stomach may one 
produce a stationary, deep, ineffectual contraction. This 
in the end dies out and the food mass lies motionless on 
the bottom of the stomach. 

Besides the abnormally deep peristalsis one finds in 
pyloric stenosis a peristalsis abnormally directed toward 
the heart (Jonas). I hold antiperistalsis to be of little use 
as an early symptom of pyloric stenosis or even as a sign 
of it. Others see in it the characteristic indication of a 
lesion of the stomach lining, no matter of what origin. 
Abnormal innervations are causes of antiperistalsis in the 
anatomically normal stomach. 

The subject of antiperistalsis isan X-ray storm- 
center. Schiitz (28) is of the opinion that— 

Antiperistalsis appears not to be observable in car- 
cinoma, in which condition one also seldom observes the 
stages of normal peristalsis. The failure of normal peri- 
stalsis in a localized area of the stomach is an important 
sign of wall-infiltration. 

In the antrum, when power of contraction still exists, 
pathologic peristalsis shows itself by the incomplete empty- 
ing of the antrum or by complete emptying through a 
gaping pylorus. Pathologic peristalsis alone gives no 
grounds for the diagnosis of a new-growth. 


Haudek (29) states that “antiperistalsis is a 
phenomenon which is interpreted differently by 
different observers,” and proceeds to give the 
results of his investigations. 

Gastric antiperistalsis consists in the passage of waves of 
contraction in a reverse direction; viz., from the pylorus to 
the cardia. These reverse waves usually arise in the 
antrum pylori, and may be followed along the greater curva- 
ture of the stomach to the point separating the lower from 
the middle third. The antiperistaltic waves vary in depth 
in the same way as the peristaltic contractions. We may 


frequently see a number of undulations passing in the 
opposite direction. 
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It is needless to say that the occurrence of vomiting or 
eructation has nothing to do with antiperistalsis of the 
stomach. 

The first radiological observations of antiperistalsis 
were published by Holzknecht and Jonas. They reported 
six cases, four of which were due to pyloric stenosis. The 
sixth case was also one of mechanical obstruction in the 
pars pylorica, due to strangulation by a loop of distended 
intestine. From these cases Jonas concludes that a causal 
connection exists between antiperistalsis and pyloric 
stenosis. There is, however, another secondary, hitherto 
unknown, factor, which is the incitatory cause of the anti- 
peristalsis. Later on a number of clinical observers, such 
as Ober, Schiitz, Calm, and Wechsberg, showed the rela- 
tion of antiperistalsis to pyloric stenosis, and this con- 
nection was confirmed by the radiologists Groedel, Faul- 
haver, Schmeiden, Haertel, and others. 

Further research has shown that antiperistalsis is not, 
as was first supposed, confined to cases of pyloric stenosis. 
According to the dictum of Jonas, ‘“‘As an early sign of 
pyloric stenosis antiperistalsis is the equivalent of the 
commencing gastric impediment, which is not as yet 
visible.” On the other hand, Holzknecht and Robinson 
found antiperistalsis present in the gastric crises of tabes, 
and considered it in no way pathognomic of stenosis. 

In one instance I saw antiperistalsis of the stomach and 
duodenum occurring in a case of deep-seated duodenal 
stenosis with insufficiency of the pylorus. At the operation 
it was found that the stenosis was due to an old ulcer-scar 
seated on the lesser curvature and an adhesion at the 
entrance of the jejunum. The pylorus was free. Schwarz 
has also observed antiperistalsis in a case where the opera- 
tion revealed stenosis of the duodenum at the pars hori- 
zontalis superior, the stomach itself being entirely free. 

To set the matter at rest I undertook an exhaustive 
examination of the records of Holzknecht’s laboratory to 
see if antiperistalsis was ever met with in the organically 
sound stomach. I selected only those cases in which, 
from the result of the surgical operation or from the 
autopsy, it was possible to control the accuracy of the 
réntgen diagnosis. Of these cases I collected 90, 60 of 
which had been operated on. I found that in every single 
case of operation there was a record of some definite 
pathological alteration of the stomach. The result of this 
investigation therefore confirms my view that gastric 
antiperistalsis on the fluorescent screen is always asso- 
ciated with pathological alteration of the stomach wall or 
duodenum. 

As regards the nature of the pathological alteration, this 
is usually pyloric stenosis, on a basis of carcinoma or ulcer. 
We meet with cases of florid ulcer and of stenosis due to the 
scars of healed ulcers. Both ulcer and carcinoma are 
frequently located in the pylorus. We meet with a large 
number of these cases, owing to the fact that the suffering 
compels the patient to seek aid at an early date, and more- 
over, pyloric stenosis is easy to diagnose. 


This does much to make the phenomenon of 
antiperistalsis one of the valuable and dependable 
signs which the réntgenologist must be able to 
interpret in making a differential diagnosis in 
cases of suspected gastric carcinoma. 


RONTGEN-CLINICAL 
A combination of clinical with réntgenological 
methods is commonly employed, especially dur- 
ing screen observations. The stomach area is 
palpated either by the heavily gloved hand or by 
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a Holzknecht spoon. By this means the mova- 
bility of the stomach and the presence of ad- 
hesions may be determined. The flexibility of the 
stomach, as in scirrhus, is ascertained. The 
localization of a tumor or the identification 
of a tumor with a filling-defect may be made. 
Pseudofilling-defects may often thus be dis- 
criminated and those due to spasm may be 
relaxed by massage or by the administration 
of atropin. Pain-areas may be investigated. 
Peristalsis and antiperistalsis may be aroused 
for observation by skillful palpation. Ordinary 
clinical examination offers few parallels to the 
certainty of judgment afforded. by the ability 
to move the stomach, indent it, shift its con- 
tents, cause it to contract and relax, and to pal- 
pate or handle growths within flaccid abdomens, 
while the stomach shadow is visible upon the 
screen. 

The identification of a tumor within the ab- 
domen as gastric or otherwise, is often the rént- 
genologic problem. When the growth produces 
a filling-defect in the anteroposterior silhouette, 
palpation is necessary to distinguish between an 
intra- and an extraventricular mass. In some 
cases, such as very fleshy patients, the tumor 
may be outlined by fuse wire upon the skin 
and the bismuth-filled stomach skiagraphed to 
show relations. When the growth is in the 
anterior or posterior wall it may be diagnos- 
ticated even when not palpable, according to 
Kaestle (4): 

Many times the following observation suggests the 
probable diagnosis of a tumor of the stomach wall: Pres- 
sure upon the stomach in the region of the tumor through 
loose abdominal covering pushes the contrast-contents 
away, contrary to the rule, in a much greater circum- 
ference than corresponds to the pressure of the finger tips. 
The infiltrated stomach wall works like a pelotte which is 
set to the investigating finger. Similarly, a tumor of the 
rear stomach wall can serve as a buffer to the in-pressing 
finger and push away the stomach contents; it shows upon 
the lighting screen as a bright spot, which extends far be- 
yond the circuit of the pressing finger (Holzknecht). 


In considering probablities, the réntgenol- 
ogist may be guided in his examination of gastric 
tumors by Friedenwald’s (30) summary: 


Of 1,000 cases a mass (tumor) was detected in 710, 
71.9 per cent, some time during the course of the disease. 

Of the 719 cases in which a mass could be palpated, 217 
presented this condition within six months after the first 
appearance of symptoms; that is, 30.1 per cent, while in 
502 it was presented after six months, 69.9 per cent, from 
which it is evident that the appearance of a palpable tumor 
is over twice as common after the first six months after the 
first appearance of symptoms as before this period. 

As determined by operation or autopsy the location of 
the growth was as follows: In 50 per cent there was pyloric 
involvement; in 8 per cent cardiac involvement; in 8 per 
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cent involvement of the lesser curvature; in 4 per cent of 
the greater curvature; in 2 per cent of the fundus; and in 
Ig per cent there was a general involvement. 


The identification of tumors with filling-defects 
is more satisfactory than the localization of 
cancer-foci by determining the area or point of 
pain. A pressure-pain point is more reliable 
than a symptomatic pain-area described by the 
patient. Lockwood (16) illustrates this point: 


The character of the pain in cancer varies more than in 
ulcer. In a large number of cases — 37 per cent of the 
hospital series and 21 per cent of the private cases — no 
description of the pain is given. This large number of 
cases limplies a certain indefiniteness in the character of the 
pain. The patient is unable to describe it as accurately as 
can the patient with ulcer, a fact which is of considerable 
importance in the differential diagnosis of the two con- 
ditions. 


Friedenwald’s (30) recent analysis of 1,000 
cases of cancer of the stomach is authoritative: 


Pain. Of the 1,000 cases pain was present in 931, 93.1 
per cent. Location of pain. In 561 instances of all of the 
931 cases affected with pain the pain extended more or less 
over the whole abdomen; it was limited to the epigastric 
region in 229 instances; in 68 to the lower abdomen; in 62 
to the back, and in 11 to the chest. 

Tenderness. Of the 1,000 cases tenderness was present 
in 893 cases, 89.3 per cent. The tenderness was localized 
in special areas in 265 cases, 26.5 per cent, and was general 
over the entire abdomen in 628, 62.8 per cent. This 
condition is to be contrasted with that found in ulcer in 
which of the 1,000 cases epigastric tenderness was present 
in 908 cases, 90.8 per cent. A tender area was noted to 
the right of the median line in 41 cases, 4.1 per cent; a 
dorsal, together with an epigastric, tender-spot in 523 in- 
stances, 52.3 per cent; a dorsal area alone in 25, 2.5 per 
cent. 

Pain is not mentioned in any of the six cancer 
symptom-complexes of Holzknecht. For brevity 
and the accurate statement of probabilities these 
12 symptom groups stand without a peer. They 
have been quoted more frequently than anything 
else in réntgenological literature. They are a 
pure example of Baconian induction from multi- 
plied experiences, and embody the mature con- 
clusions of Holzknecht and his two celebrated 
assistants, Jonas and Haudek. 

Six of the twelve tables describe cases of cancer. 
They are quoted from Potter (31) as follows: 


SYMPTOM-COMPLEX I 

1. Bismuth residue after six hours. 

2. Normal stomach shadow on the screen. 
Achylia. 

Diagnosis—small carcinoma of the pylorus. 


SYMPTOM-COMPLEX II 
1. No residue after six hours. 

2. Marked defect in gastric shadow. 
3. Horn-shaped stomach. 
1 


Jiagnosis—carcinoma. No stenosis. Inoperable. 


. 
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SYMPTOM-COMPLEX III 


1. No residue after six hours. 

2. Marked defect of the stomach shadow in the pars 
media or pars pylorica. 

3. Horn-shaped stomach. 

Diagnosis—carcinoma of the stomach. Operable. 


SYMPTOM-COMPLEX VIII 
1. Large sickle-shaped residue. 
2. Marked defect in the filling of the pars pylorica. 
Diagnosis—carcinoma on the base of an old ulcer, with 
stenosis. 
SYMPTOM-COMPLEX IX 
1. No bismuth residue after six hours. 
2. Marked defect in the shadow of the pars pylorica or 
pars media. 
3. Transverse constriction of the greater curvature. 
Diagnosis—carcinoma on the basis of an old ulcer. 
No stenosis. 
SYMPTOM-COMPLEX X 
1. Stomach empty after six hours. Head of the bis- 
muth column in the splenic flexure of the colon. 
2. Shortening of the stomach. 
3. Contraction of the cardia. 
Diagnosis—carcinoma of the pars cardiaca. 


The remaining Holzknecht symptom-complexes are: 
SYMPTOM-COMPLEX IV 

1. Small residue after six hours. 

2. Sensitive pressure-point over the stomach. 

3. Normal stomach-shadow. 

Diagnosis—simple gastric ulcer. 
firming this diagnosis are: 

Antiperistalsis. 

2. Displacement of the pylorus upward and to the left. 
. Snail form of the lesser curvature. 
. Stable transverse contraction. 
. Changing transverse contraction. 


Other symptoms con- 


unt w 


SYMPTOM-COMPLEX V 
. Small bismuth residue after six hours. 
. Pressure-point. 
. Displacement upward and to the left. 
. Snail form of the stomach shadow. 
Pcs old contracting ulcer on the lesser curvature 
of the pars pylorica. 


SYMPTOM-COMPLEX VI 
1. Small bismuth residue after six hours. 
2. Pressure-point and resistance in the pars media. 
3. Transverse contraction of the pars media. 
~ Diverticulum without air-bubble in the smaller curva- 
ture; immovable. 
Diagnosis—callous ulcer of the pars media. 


SYMPTOM-COMPLEX VII 
sickle-shaped bismuth residue after six hours. 
. Dilatation. 
3. Loss of tone. 
Diagnosis—old stenosis of the pylorus due to ulcer. 


SYMPTOM-COMPLEX XI 


Head of bismuth 


1. Stomach empty in six hours. 
column in the ascending colon. 

2. Stomach shadow normal. 

3. Pressure-point moving with the duodenum. 

Diagnosis—ulcer of the duodenum. 
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SYMPTOM-COMPLEX XIi 


1. Stomach empty after six hours. 
muth column in ascending colon. 
2. Stomach shadow normal. 
3. No increased peristalsis. No antiperistalsis. 
4. No sensitive pressure-point. 
5. Hydrochloric acid normal. 
Diagnosis—normal stomach. 


Head of the bis- 


In criticism of the method by symptom- 
complex, Case (32) says regarding Symptom- 
complex I: 


In the symptom-complex noted above, the reasoning 
is as follows: (1) Achylia is always associated with hyper- 
motility as long as the pylorus is free, the stomach empty- 
ing in two or three hours; (2) therefore, a residue after six 
hours must mean an organic obstruction, because (3) 
spasm of the pylorus is never associated with achylia, but 
with hyperacidity. 

The writer refers to the above symptom-complex of 
Holzknecht only to warn against its unreliability; for 
while it is true that in a certain number of cases such rea- 
soning might lead to the recognition of an early pyloric 
neoplasm, the same reasoning in many other cases will 
lead to ignominious failure. The writer has seen cases 
fitting perfectly into the above symptom-complex, which 
at operation proved to be not malignant, but due to ad- 
hesion bands, pressure of extraventricular masses or gall- 
stones, and sometimes no pathology at all could be demon- 
strated at operation. The writer is thankful that he was 
able to test out this matter in a manner which did not re- 
flect unfavorably upon himself or the surgical staff through 
whose courtesy the rigid check-up was possible. Thanks 
to a routine which requires that all patients about to be 
subjected to laparotomy in the surgical department of the 
Battle Creek Sanitarium be first submitted to a thorough 
bismuth-meal examination of the entire gastro-intestinal 
tract, the writer has been able to check at operation the 
réntgen findings in hundreds of cases. For instance, in a 
patient operated upon for uterine fibroids, the surgeon as 
a routine procedure at operation examines and records the 
condition of the gall-bladder, the pylorus, the duodenum, 
the appendix, the terminal ileum, etc., so that, without 
working inconvenience to anyone, the pre-operative rént- 
gen findings, negative or positive, even though not directly 
relating to the object of the operation, are corrected and 
future errors minimized. From his experience, thus 
secured, the writer seldom relies upon the symptom- 
complex method of recognizing gastric carcinoma. 


A similar opinion is expressed by George. 

I have been unable to find specific criticism of 
any but Symptom-complex I, although general 
objections to the whole system have been urged. 
The improved plate-method enables the rént- 
genologist to detect very small filling-defects at 
the pylorus. If therefore we add to Symptom- 
complex I (4) filling-defect at pylorus, we bring it 
on a par with the other cancer-complexes. Each 
of them, excepting X, would now possess a filling- 
defect clause. 

Holzknecht did not formulate a complex to 
cover scirrhous wall-infiltration. For the sake 
of completeness I would suggest the following: 
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SYMPTOM-COMPLEX XIII 
1. No residue after six hours. 
2. No gastric peristalsis. 
3. Patent pylorus. 
4. Wall-flexibility diminished. 
5. Shrunken stomach, permanent. 
Diagnosis—scirrhous carcinoma of stomach—inoperable. 


Symptom grouping, whether réntgenological or 
clinical, does not remove the necessity of in- 
dividualizing each case. While Symptom-com- 
plex XIII seems to mean scirrhus and nothing but 
scirrhus, yet I find a case of ‘“‘callous ulcer in- 
volving the entire stomach,” described by Sasse 
(33) and reported by Knoke, who says: 

Demonstration of an extreme case of contracted stomach 
resected in toto. The entire stomach was involved in a 
callous ulcer. The réntgen picture has shown it as a nar- 
row shadow of about a finger’s breadth, slightly arched and 
extending from the cesopha igus to the region of the pylorus. 
It had been diagnosed clinically as malignant stenosis of 
the pylorus. The stomach wall was one-half centimeter 
thick, the submucosa being chiefly affected. Carcinoma 
could not be demonstrated. ‘There had never been any 
bloody vomiting and blood could not be demonstrated 
chemically in the stomach contents. The patient bore the 
operation well and a year and a half later had gained 52 
pounds in weight. 


Many organic affections of the stomach may 
be imitated, as we have seen, by spasmodic states, 
such as pylorospasm, cardiospasm, incisura, and 
spastic hour-glass. Scirrhous carcinoma is no 
exception. We have to exclude a spasmodic 
contraction of the entire stomach when using 
Symptom-complex XIII. Kaestle (4) says: 

A long enduring but finally relaxing contraction of the 
whole stomach is described by Swarz as a spasm of the 
whole ventriculum with open pylorus and a disappearance 
of all peristalsis, during which time the stomach is abnor- 
mally small and lies high and obliquely in the epigastrium. 
The cause of this spasmodic condition is stated by Wald- 
vogel to be lead poisoning, excessive smoking, arterio- 
sclerosis of the abdominal vessels, and various neuroses. 


DIFFERENTIAL DIAGNOSIS 


To assemble the results of the case-history, the 
nurses’ charts, the physical examination, the 
laboratory analysis, and the X-ray findings, and 
by the exercise of learning and experience to draw 
therefrom a differential diagnosis, is clearly the 
work of the internist. For the réntgenologist 
to be expected to make a differential diagnosis 
from X-ray findings alone is obviously incom- 
patible with a comprehensive view of what a 
modern diagnosis should be. The fact that in 
cancer of the stomach the réntgenologist is so 
often able to do this should not lead to the dis- 
regard, whenever possible, of the other factors of 
a diagnosis. 


593 


The missing premise of a diagnostic syllogism 
may often be found in the clinical record. A 
case history should be an indispensable pre- 
liminary to a réntgenological examination. Cer- 
tain laboratory reactions are too important to be 
omitted from the reckoning of any one who pre- 
sumes to make a diagnosis of gastric cancer. 
These are: the per cent of hydrochloric acid in 
the gastric juice, the excess of indoxyl in the 
urine, the Wassermann-Noguchi reaction of 
syphilis, the Abderhalden reaction for carcinoma, 
and the presence of occult blood in the feces. 

In Friedenwald’s (30) 1,000 cases of gastric 
cancer, 89 per cent presented an entire absence 
of hydrochloric acid; 642 of the 1,000 cases were 
examined for occult blood in the stools and 
positive reaction obtained in 92.5 per cent. 

The quantity of indican or indoxyl in the urine 
has been shown to be very closely parallel to the 
quantity of hydrochloric acid in the gastric juice. 
Simon (35), who investigated this subject with 
particular care, says: 

It has been pointed out elsewhere that it is possible to 
form a fairly accurate idea of the amount of free hydro- 
chloric acid in the gastric juice by an examination of the 
urine in this direction. Large quantities of indican are 
thus eliminated in carcinoma of the stomach and exceeded 
only by those observed in cases of ileus, so that this symp- 
tom in my estimation is of considerable value in differential 
diagnosis, and is one, moreover, which has not received 
the attention it deserves. 


The importance of the Wassermann reaction 
may be gathered from the testimony of rént- 
genologists. Cole (13) says: 


Syphilis of the stomach resembles cancer so closely that 
it would be a wise precaution to have the Wassermann 
test made in every case to eliminate the possibility of 
confusion, 


White and Leonard (22) in their recent article, 
“The X-Ray Evidence of Early and Latent 
Cancer of the Stomach,” say: 


The presence of syphilis shown by skin or bone changes 
and a strong Wassermann reaction may scem to explain 
all symptoms of a general kind, loss of appetite, and 
moderate loss of weight, dull pains and distre ss, and even 
gastro-intestinal symptoms. [Even the presence of blood 
in feces or gastric contents may be explained by syphilitic 
ulceration of the gastro-intestinal tract, and thus the 
evidence of cancer may be confused and overshadowed 
by the presence of serious disease, syphilis, which is recog- 
nized. 

The X-ray evidence in this case was definite and clear, 
but sometimes it is not. Syphilis sometimes resembles 
cancer too closely to be distinguished. 

After X-ray examination we have two such cases, 
syphilitic patients, both of cancer age, classed among the 
“doubtful cases.” One proved to have cancer also; the 


other was diagnosed as syphilis at operation and subse- 
quent history for a year confirms it. 
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Lockwood (16) says: 

It is estimated that there are on record in the neighbor- 
hood of 50 cases of gastric syphilis. It is probable, how- 
ever, that the disease is much more frequent than this, 
and that it is our failure to correctly diagnosticate the 
ailment that accounts for its supposed rarity. It must 
be remembered, however, that ordinary ulceration of the 
stomach may occur in syphilitic persons with the same 
frequency as it does in those without this constitutional 
taint. Again, it must be remembered that an antisy phil- 
itic treatment will favorably influence non-specific affec- 
tns in syphilitic patients improving their general health. 

Syphilis of the stomach occurs in four principal forms: 
(1) syphilitic ulcer, (2) syphilitic tumor, (3) syphilitic 
pyloric stenosis, and (4) syphilitic cirrhosis. 

Case (32) says: 

There are cases, particularly the early cases, where, 
from the X-ray examination alone, one may only say that 
there is a mass, without venturing an opinion as to whether 
it is due to ulceration with inflammatory reaction or to 
malignancy. One must also think of syphilitic and car- 
cinomatous lesions, and the possibility of having to deal 
with a tuberculous mass. 

Case’s experience shows that the réntgenologist 
must also consider the possibility of tuberculosis 
in the differential diagnosis of gastric cancer. 
According to Lockwood (16): 

Tuberculosis of the stomach is a disease of comparative 
rarity, as it is present in but 0.5 per cent of all autopsies 
and in but 2.3 per cent of the post-mortems done on those 
dead from tubercular disease. Tuberculosis of the stom- 
ach occurs in two principal forms: (1) tuberculous ulcer 
and (2) tuberculous tumors with pyloric stenosis. 

While syphilis and tuberculosis of the stomach 
are rare, gastric ulcer nearly parallels gastric 
cancer in frequency. In Friedenwald’s (30) 
series, 9.6 per cent of patients suffering from gas- 
tric disturbances were afflicted with cancer and 
7.8 per cent with ulcer. The réntgenologist may 
find differentiation between these diseases a 
difficult matter, but possible in most cases. 

Cancer cases usually come for examination 
late in the disease, ulcer cases early. This is 
because gastric cancer is one of the most insidious 
of human enemies. White complains that: 
“One of the greatest difficulties has been in get- 
ting the patient early. The first X-ray examina- 
tion when positive has usually discovered well- 
developed, not early, cancer.”’ 

De Quervain’s (36) experience is that: 

There is necessarily in ulcer of the stomach, as also in 
carcinoma, a stage in which the réntgen pictures do not yet 
reveal any change. In this state stomach ulcer frequently 
produces severe trouble; carcinoma of the stomach asa rule 
not yet. In carcinoma of the lesser curvature the changes 
visible in the réntgen picture precede the clinical symptoms, 
whereas they follow in cases of ulcer. Inasmuch as the 


patient does consult us on account of actually felt trouble, 
we can conclude from this alone that in case of a normal 
stomach picture, carcinoma, to say the least, is very im- 
probable, though a superficial ulcer may very well be 
present. 
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The mention of “normal stomach shadow 
opens the way for much dispute. For our present 
purposes we are concerned with stomach-wall 
changes. The ability to recognize a normal 
stomach wall is the ability to exclude cancer. 
With normal stomach walls the peristaltic wave 
is a narrow circular constriction which passes 
slowly and evenly from its origin in the fundus 
or pars media to the pylorus. It may be a one-, 
two-, three-, four-, or five-cycle stomach, accord- 
ing to the number of peristaltic waves in progress 
at the same time. According to Cole (37): 
“The time it takes for any individual contraction 
to pass from the fundus to the pylorus usually 
does not exceed ten seconds.” 

If the peristaltic wave repeatedly dies out on 
reaching a certain area of the stomach wall and is 
resumed beyond, then we have evidence of a 
wall lesion at that level. If antiperistaltic waves 
can be detected in the greater curvature running 
from the pylorus toward the fundus, or if stenosis- 
peristalsis is present, then we have evidence 
pointing to a lesion at the pylorus. 

To determine whether or not such a lesion is 
cancer and not ulcer it is necessary to keep in 
mind a general symptom-grouping which may 
be individualized according to the case. 

Thus, delayed emptying, pylorospasm, spastic 
hour- glass stomach, the incisura, the ‘“nischen 
symptom,” with or without the gas-bubble, the 
location of the focus half-way on the lesser curva- 
ture, hyperacidity, the absence of the indican 
reaction, adhesions, and localized pressure-pain 
are against cancer and in favor of ulcer. On the 
contrary, prompt emptying, a loss of wall- 
flexibility, a filling-defect, a tumor, anacidity, a 
large excess of indoxyl in the urine, a negative 
Wassermann, a positive Abderhalden, constant 
occult blood in the stools, and indefinite abdom- 
inal pain are all in favor of cancer and against 
ulcer. 

The rule is that a gastric deformity due to 
cancer is an indentation, while that due to ulcer 
is a protrusion of the bismuth-filled stomach 
cavity (De Quervain, 36). In cases of callous 
ulcer, however, there is usually an indentation 
filling-defect which is indistinguishable from can- 
cer. Kaestle (4) says, regarding such conditions: 

In many cases of insuperable difficulty in the differential 
diagnosis between ulcer and cancer of the stomach, the 
réntgenologist finds himself in no different position from 


the surgeon or even the pathologist who may have the same 
difficulty in identifying the gross specimen after removal. 


Cole (13) has wisely made the rule that— 


Carcinoma, adenoma, myoma, sarcoma, and indurated 
ulcer will be regarded as gastric cancers because the surgi- 
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cal indication for all of them is the same and one can be 
differentiated from the other only by a careful microscopi- 
cal examination of the specimen after its removal. 


Late ulcer and early cancer are inextricably 
bound together. Holding (38) in his latest 
article provides a place for the transitional form 
of ulcer. Wilson (39) of the Mayo Clinic, assisted 
by McDowell, in a current article maintains his 
original conclusions on the development of gastric 
cancer from ulcer. Three hundred and ninety- 
nine cases of gastric cancer have been worked up 
pathologically with extraordinary thoroughness 
and the following conclusion drawn: 

It seems probable from a careful study of the clinical 
and pathologic evidence of this series of cases that gastric 
cancer rarely develops, except at the site of a previous 
ulcerative lesion of the mucosa. 

It is evident that ina small per cent of cases a 
differential diagnosis between ulcer and cancer is 
impossible by the X-ray or by any method what- 
ever. Nevertheless, in an unquestionable ma- 
jority of cases a differentiation is possible. Hold- 
ing (38) summarizes as follows: 

Visualization 
ULCER CANCER 


Much more easily recognized 
on screen. 


Small and recent; may be over- 
ooked on screen. 


Pain 

Sharply localized pain point, 
which moves synchronously with 
respiration and has direct and 
constant relation to defect in 
bismuth shadow. Presents early. 


Pain diffuse, if any, und apt to 
present late. 


(sophagus 

No retention in oesophagus, 

showing that walls of cardia are 
pliable. 


Frequent retention in oesopha- 
gus. showing that walls of cardia 
are stiffened and not pliable. 


Multiple Contours 


Scalloped contours f 
Finger-print contours  Signifi- 
Conical contours \ cant. 
Superimposing test 


Not present in ulcer. 


Hour-glass 

Sacculated iorm of hour-glass. Funnel-like form of hour-glass 

Sulcus bandlike. Segments unequal. 

Segments equal. No spasm. 

Spasm. All deformity represents lesion. 

Cicatrix. 

Pyloric 

Often causes pyloric stenosis, 
accompanied by hyperperistalsis 
and later dilatation. 


May or may not cause stenosis 
and residue, according to loca- 
tion and character. If at pylorus 
neoplasm is apt to break down, 
become tunneied and _ infiltrate 
in the walls, so as to open the 
pylorus. Carcinoma of the lesser 
curvature frequently presents so 
far advanced as to be inoperable 


without affecting the pyloric 
outlet. 
Residue 
Ulcer often causes pyloro- Cancer se!idom causes pyloro- 
spasm and _ six-hour retention spasm and retention because of 


because of hyperacidity. anacidity. 
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Parasecretion 

Zone of parasecretion between 

magenblase and bismuth-shadow, 
showing hyperacidity. 


Zone of parasecretion not shown 
because of anacidity. 


Size of bismuth shadow of stomach 


Acute ulcer: bismuth shadow Bismuth shadow usually dimin- 
diminished—-(minus), due to ished — (minus) or shows a marked 


spasm and defect in contour. filling-defect. 
Chronic ulcer with stenosis and 
dilatation: bismuth shadow in- 
creased + (plus). 
Peristalsis 


Diminished or absent peristal- 
sis on account of fixation. 


_ Hyperperistalsis if pylorus is 
involved. 
Retroperistalsis 
Retroperistalsis may present. Seldom seen. 
Height of stomach 
Stomach usually not so high. Stomach usually high in epigas- 
trium. 


Persistent bismuth speck 
Hemmeter’s  peristent bismuth- 


shadow characteristic when seen. 
Presents only rarely. 


Hemmeter’s persistent bismuth 
shadow may preesnt. 


““Nischen symptom” 
Haudek’s “nischen symptom” 
may be present, though rarely. 


Haudek’s “nischen symptom” 
characteristic of a pocket when 
seen. Presents rarely. 


Adhesions causing filling-defects and stenosis 
are often difficult to identify. Palpations and 
changing positions of the patient are the ma- 
neuvers relied upon. Barclay (17) mentions the 
method by palpation. 


Adhesions in some cases gave rise to indentations that 
were mistaken for carcinoma, and in one case a pure 
spasmodic contraction gave rise to the same mistake. 

For the diagnosis of adhesions we have to depend on the 
fact that under normal conditions it is possible to manipu- 
late the stomach through the abdominal wall and to deter- 
mine more or less accurately the fixity or otherwise of the 
organ. Some cases are more or less obvious; e.g., adhe- 
sions of the lesser curvature to the lower border of the liver, 
but, like all other observations on the stomach, one must 
repeat the observation at a subsequent examination, for 
on more than one occasion I have found that the con- 
firmatory examination revealed a perfectly normal stomach 
in cases where | had been quite confident that there were 
adhesions. 

In some cases they cause inroads into the gastric cavity 
that are almost impossible to distinguish from carcinom- 
atous inroads, and in Case 699 this mistake was made, 
while in Case 408 the stomach was segmented by a band 
of adhesions near the pylorus, and other small indentations 
were noted that suggested this diagnosis, although there 
was some doubt in my mind as to whether the case was 
or was not one of carcinoma. 


Case (32) illustrates one method of turning the 
patient as follows: 


In differentiating between benign cicatricial stenosis of 
the pylorus and stenosis due to malignancy, the writer has 
found it of especial value to make the screen and plate 
examination with the patient lying on the right side, the 
tube behind the patient, and the screen or plate held 
vertically against the abdomen. In this manner it is 
possible to bring out the finest detail of the pyloroduodenal 
region often to better advantage than with the patient in 
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the prone position, plate anterior. Unless the pyloric 
carcinoma has supervened upon an old stenosing ulcer, it 
is likely that the stomach will not be greatly dilated in 
pyloric cancer, for the reason that the malignant process 
has advanced too rapidly to permit extensive dilatation. 
In benign ulcerous stenosis, on the other hand, including 
those cases where the ulcer has later degenerated into 
malignancy, the long duration of the process permits 
enormous increase in the size of the stomach. 

Adhesions from diseased organs outside of the 
stomach may deform the gastric silhouette and 
simulate filling-defects or even hour-glass con- 
tractions. One of the 72 gastro-intestinal plates 
exhibited by the writer in 1909 at the sixtieth 
annual session of the American Medical Associa- 
tion showed an hour-glass stomach with extensive 
filling-defects. The diagnosis of cancer of the 
stomach was made. At the autopsy the stomach 
was found bound down by numerous adhesions 
resulting from a cancer of the pancreas. No 
cancer of the stomach existed, yet there was in 
this case cancer cachexia, cancer pain, filling- 
defects, and hour-glass which was not spasmodic. 

The hour-glass stomach may be placed under 
the head of adhesions, cancer, ulcer, or spasm. 
In it are united most of the phases of a differential 
diagnosis. Kaestle’s (4) description of the hour- 
glass from incisura is striking: 

On the side of the lesser curvature, not in the long pouch 
of the stomach, lies the narrow place of the spasmodic 
hour-glass stomach. The constriction is an indrawing 
from the greater curvature and the tip of the constriction 
points like a finger to the diseased place on the stomach 
wall. . . . That a long-enduring tonic spasm in the 
stomach can occur without ulcer is questionable. Se 
The carcinomatous hour-glass stomach is differentiated 
réntgenologically from the ulcer hour-glass stomach by 
the smooth edges and sharp limits of the narrow channel. 
In carcinoma the channel is longer and the constriction is 
less clearly defined. 

Case (32) describes a spasmodic hour-glass 
resulting from a reflex incisura in cases of duo- 
denal or gall-bladder disease. Barclay (17) has 
given hour-glass contraction much attention. 
According to him: 

Quite a large number of spasmodic hour-glass stomachs 
have been examined and found at operation to show no trace 
of ulceration or other abnormality that by local action would 
cause the spasm (p. 64). Hour-glass contraction is 
frequently noted when there is severe constipation (p. 65). 

Spasmodic contractions complicate differential 
roéntgen-diagnosis at many points, some of which 
have already been discussed. A further quota- 
tion from Barclay (17) may serve as a caution 
against premature opinions: 

I have seen pyloric obstruction, as indicated by seeing 
the greater part of the food still in the stomach after 24 
hours, permanently cured by removing bad teeth. 

In an article on “The Stomach as a Reflex 
Organ,”’ Crane (40) states: 


The stomach as a reflex organ responds to many patho- 
logic foci within the body. The most important of these 
concern the appendix, the gall-bladder, the bile-ducts, and 
the duodenum. Also abscess of liver, constipation, toxe- 
mias, and in women, gynecologic and obstetric affections 
bring about marked gastric disturbances. 


STAGE OF CANCER AT WHICH RONTGEN SIGNS 
BECOME OBSERVABLE 


In scirrhous carcinoma the earliest réntgeno- 
logic sign is a local arrest of a peristaltic wave by 
a wall-infiltration. The peristaltic wave may be 
resumed beyond the lesion unless it lies too close 
to the pylorus, as is usually the case. This wall- 
infiltration must be sufficiently extensive to show 
on palpation a loss of wall-flexibility in order to 
support the sign of peristaltic arrest. If the 
scirrhus begins in the pylorus, the rigidity and 
permanent patency of the pyloric orifice may be 
an earlier sign. 

In medullary carcinoma a filling-defect must 
be considered as the earliest definite sign. This, 
however, may be very small and yet identified 
with certainty by the serial plate method. The 
definite réntgen signs of medullary carcinoma are 
earlier than those of scirrhus. 

Most of the patients with gastric cancer, which 
seem by case-history and clinical examination to 
be in the early stages, when examined by the 
X-ray prove to be well-developed cases. 

White and Leonard (22) answer the question 
conservatively but fairly: 

For early diagnosis of cancer we must see the patient 
early. 

What brings the patient for examination? His symp- 
toms. We shall not see him till he develops some. ‘These 
early symptoms and signs of cancer are often vague. The 
important question is: Are the early anatomical changes 
in gastric cancer, discoverable by X-ray, more definite and 
characteristic? 

We have tried to avoid delay in examinations and have 
used the X-ray in all suspicious cases in hopes of discover- 
ing the anatomical signs of early cancer. ; 

This faithful search for early cancer in a large number of 
suspected cases has given little result. The earlier the 
cancer the less clear the picture with the X-ray, as with 
other methods, until a point is reached where the evidence 
is very doubtful indeed. In primary cancer the small area 
of induration in the earliest cases may be in no wise char- 
acteristic, and in cancer developing on ulcer the transition 
stage may be very difficult or impossible to diagnose by 
the X-ray. 

In short, while anatomical changes in the stomach wall, 
discoverable by the X-ray, accompany the early clinical 
symptoms, the anatomical changes themselves are not 
always definite and characteristic of cancer. 


RELIABILITY OF THE RONTGEN SIGNS OF GASTRIC 
CANCER 
Most of the testimony on this point is incom- 


petent, irrelevant, and immaterial. No one can 
doubt that many mistaken diagnoses have been 
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revealed by operation. Réntgenologic compe- 
tency has been gained in this way. Doubtless 
many mistakes will continue to be made for the 
same reasons that other diagnostic mistakes are 
made. But the réntgenology of gastric cancer 
has been developed to a point where such errors 
are rare when the réntgenologist takes care not 
to draw conclusions beyond his premises. 
Case (32) testifies as follows: 


The writer would not presume to state that carcinoma 
of the stomach could not exist in a lesion too small for 
detection by carefully conducted réntgenographic search, 
but he will place on record the statement that up to the 
present moment, since the time he was fitted by equipment 
and experience to make these thorough studies, not a single 
case of carcinoma of the stomach to his knowledge has been 
revealed at operation where previous réntgen examination 
had failed to show organic lesion. 

Cole (13) gives similar testimony: 

A negative or positive diagnosis of gastric cancer has 
been made in each of the 616 cases examined by means of 
serial réntgenography, and in not a single case, to my 
knowledge, where I have made a negative diagnosis of 
gastric cancer or indurated gastric ulcer, has surgery or 
autopsy proved the existence of such lesion, nor has surgery 
or autopsy failed to reveal a definite organic lesion requir- 
ing surgical procedure in any case where a positive diagno- 
sis of carcinoma or indurated ulcer has been made. 

Six hundred and sixteen cases have been examined by 
serial réntgenography. Ninety-seven cases have been 
operated on. In ninety-four of the cases the réntgenologi- 
cal diagnosis was proved absolutely correct. In three 
cases the surgical findings were more or less at variance 
with the réntgenological findings. 


Carman (21) is able to state that: 


In enumerating the signs and symptoms he (Wm. 
Mayo) has placed first the presence of a palpable tumor in 
67 per cent, food remnants in 53.3 per cent, and, third, the 
rontgen ray. 

The work of the last few months at the Mayo Clinic 
with the réntgen ray has necessitated a change in the 
order of importance of these signs, the réntgen ray showing 
diagnostic signs in 93 per cent of the cases. This fact is 
very encouraging, as it will mean an earlier diagnosis with 
surgical interference and a higher percentage of cures. 

White (22), as an internist, gives a summary 
of the work of himself and Leonard, which may 
be considered as a just estimate of the present 
value of réntgenology in gastric cancer. 

X-ray evidence has been valuable in helping to rule out 
cancer in a long list of suspicious cases. In no case where 
a normal picture of the stomach was found has cancer been 
proved to exist. 

X-ray evidence has its limitations. After all examina- 
tions a doubtful group remained, about twice as large as 
the group of latent cases discovered. These were cases of 
disease at the cardia or where the diagnosis lay between 
cancer and ulcer or syphilis. 

In spite of these limitations and errors the X-ray evi- 
dence has distinctly improved our diagnosis. In 34 oper- 
ated cases the correct diagnosis before X-ray examination 
was 83 per cent, after X-ray 89 per cent. It is almost 
needless to say that we have studied the X-ray findings in 
connection with the other clinical data and have not 


attempted to build a diagnosis on X-ray data alone. This 
addition of the X-ray method to our other examinations 
gives an accuracy and completeness to our diagnosis im- 
possible with either alone. 

In addition to aiding in diagnosis, the X-ray evidence 
has definitely located the cancer, shown its size and extent, 
and helped decide about operability. It may show that a 
cancer with marked symptoms is small and mobile and 
ideal for operation. 

In short, the X-ray evidence has been a help in discover- 
ing and localizing latent cancer and an equal help in ruling 
out cancer. Our known mistakes have been few and the 
group of doubtful cases rather small, and it seems reason- 
able to expect that with better technique and greater 
experience less mistakes will occur and less cases remain 
doubtful, and with more early and frequent X-ray exam- 
inations of patients of cancer age, that early diagnosis will 
be more frequently made, and latent cases discovered 
earlier, so that radical operation will be possible. 


In conclusion it may be said that the rént- 
genology of the gastro-intestinal tract has been 
brought to a precision which entitles it to rank 
with the most approved clinical methods. Suc- 
cess in this field requires a kind of training and 
experience which may not always be possessed 
by highly competent surgeons and _ internists. 
The réntgenologist is needed as a consultant, and 
he in turn needs the assistance of his confréres. 
The diagnostic concept of the present day de- 
mands a survey of the entire case with a detail 
map of the gastro-intestinal tract for either a 
medical or a surgical campaign. 

Notre.—I am indebted to my wile, Caroline Bartlett 
Crane, for translations from the German. Also I am 
indebted to Drs. Hulst, Hickey, Potter, and Case for 
generous aid in obtaining the literature of this subject. 
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Keim, K. F.: Scopolamine-Morphine and Scopola- 
mine-Pantopon Anesthesia in Conjunction 
with Inhalation Anzsthesia (Die Skopolamin- 
Morphium und die Skopolamin-Pantoponnarkose 
in Verbindung mit Inhalationsanistheticis). Wéien. 
klin. Rundschau, 1914, No. 32. 

By Surg., Gynec. & Obst. 


The author’s conclusions in regard to a combina- 
tion of scopolamine-morphine and _ scopolamine- 
pantopon anesthesia with inhalation anesthesia 
may be summed up somewhat as follows: 

1. Every anesthetic is to some degree dangerous 
to life, especially if it is a prolonged and deep 
narcosis. 

2. The most dangerous seem to be the inhalation 
anesthesias, and of these chloroform is the most 
dangerous. 

3. The least dangerous are the mixed narcoses. 
In these relatively the least amount of anesthetic 
is required, and, according to Biirger, narcotic mix- 
tures do not add their combined actions but rather 
effect a potentizing action. 

4. Injection narcosis with scopolamine-morphine 
or scopolamine-pantopon in big doses is likewise 
dangerous to life. 

5. Asit is only rarely possible to obtain complete 
anesthesia with the injection of narcotics it is ad- 
visable to support it with ether given by the drop 
method. 

6. A moderate dose of narcotics by injection 
and a careful administration of ether insures a cer- 
tain amount of safety and decreases the dangers of 
this method, especially of sudden death, to a mini- 
mum. 

7. The advantages of scopolamine-morphine and 
scopolamine-pantopon anesthesia are apparent. 
The absence of physical excitement before and after 
the operation, the minimal danger of the narcosis 
during the operation, the almost complete disap- 
pearance of post-operative dangers, such as vomit- 
ing, hemorrhage, pneumonia, wound pain, and in 
addition the post-operative twilight sleep and 
amnesia, are invaluable advantages. 

8. The scopolamine-morphine and scopolamine- 
pantopon anesthesia have no strict contra-indica- 
tions. 

9. Scopolamine-pantopon anesthesia is prefer- 
able to scopolamine-morphine anesthesia. Its dis- 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


599 


advantages are troublesome thirst and the danger of 
oligopnoea. 

10. The decrease of the circulatory volume after 
the method of von Brunn does not seem to have any 
advantages, as a decreased amount of ether is re- 
quired. 

i1. A pure, stable preparation is necessary for 
success. 

12. The injection-inhalation anesthesia appears 
to be the most humane of all anwsthetics, so long 
as it is impossible to approach Kocher’s ideal, 
which requires the most complete anesthesia 
possible for each individual part of the human body 
to be operated upon. L. A. JUHNKE. 


Gfroerer: Experiences with Lumbar Anzesthesia 
(Erfahrungen mit Lumbalanisthesie). MWiinchen. 
med. Wcehnschr., 1914, No. 36. 

By Surg., Gynec. & Obst. 

Spinal anesthesia was taken up at the Wiirzburg 
clinic in 1907 and since that time it has been em- 
ployed in 1,223 cases. By employing tropacocaine 
as the anesthetic and morphine scopolamine before 
the anesthetic, results have been much improved, 
complete failures have been rare, and the number 
of cases in which the anesthesia lasted over 45 
minutes has increased. Under a carefully developed 
technique the number of cases in which the anes- 
thesia lasted until the end of the operation was in- 
creased 4.34 per cent. 

The technique consists in the use of 5 per cent 
tropacocaine in a .6 per cent sodium chloride solu- 
tion as the spinal anesthetic and is preceded by one 
injection of .6 to .8 ccm. of a solution of .or mor- 
phine and .ooo4 scopolamine. The higher grades 
of excitement observed with larger doses of scopola- 
mine were not seen. The most frequent disturb- 
ances during the operation were choking spells and 
vomiting. Severe complications during the opera- 
tion were observed g times; in 4 of these a severe 
collapse occurred and in one instance the collapse 
was accompanied by an ascending paralysis of the 
thorax musculature. No deaths occurred. Among 
the post-operative disturbances headaches were 
most frequent, but these were present only in 1.4 
per cent of cases. Two cases of abducens paresis 
which appeared were attributable to the spinal 
anesthesia. 

The author recommends the method highly. 

L. A. JUHNKE. 
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Siegel, P. W.: The Paravertebral Injection Anzs- 
thesia (Die paravertebrale Leitungsanisthesie). 
Deutsche med. Wchnschr., 1914, No. 28. 

By Surg., Gynec. & Obst. 


The author employed this, his own method, in 
150 gynecological and in 20 obstetric operations, 
including all the usual operations of gynecology and 
several surgical laparotomies and nephrectomies, 
with excellent results. A large quantity of weakly 
concentrated .5 per cent solution of novocaine- 
suprarenin (Hoecht) was employed. The anes- 
thesia is based upon the anatomic distribution of 
the nerve supply for each part of the abdomen and 
perineum — only the segments of the nerves are 
injected which supply the part to be operated on. 
Contra-indications were not found. The secondary 
actions and poor anesthetic phenomena were so 
slight as to be negligible. In 60 per cent of cases 
complete anesthesia without any addition of in- 
halation anesthesia was obtained. The author 
believes that a thorough trial of the method, which 
is clearly presented, should be undertaken so that 
its advantage may become available to everybody. 

L. A. JUHNKE. 


Eckel, A.: Critical Review of Local Anesthesia of 
the Abdominal Cavity (Kritische Beitriige zur 
Lokalaniisthesie der Bauchhéhle). Wien. 
Rundschau, 1914, No. 30. 

By Surg., Gynec. & Obst. 

According to Lennander the peritoneum of only 
the anterior and posterior abdominal wall, of the 
pelvis, diaphragm, and that part supplied by spinal 
nerves alone is sensitive, whereas the visceral 
peritoneum is not at all or only slightly sensitive. 

It is therefore only necessary to anesthetize the 

abdominal wall and peritoneum to perform a 

laparatomy under local anesthesia. Braun made 

practical infiltration anesthesia for operations of 
long duration by combining novocaine and supra- 
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Miller, R.: A Case of Complete Scalp Evulsion 
(Ein Fall von volkommener Skalpierung). Beitr. 

z. klin. Chir., 1914, xciv, 10. 
By Surg., Gynec. & Obst. 

The author reports a case of complete scalp 
evulsion ending in entire recovery within eight and 
one-half months. The treatment consisted in 
Thiersch grafts of autoplastic and heteroplastic 
origin. 

The case is of interest insofar as three distinct 
grafting operations were necessary, the patient 
having two attacks of erysipelas between the 
operations, each arising not from the grafted area 
but from a small rhagade near the nose. One 
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renal extract in the local anesthesia of Reckus and 
the infiltration anesthesia of Sleich. A further 
advance is the circulatory analgesia of Hackenbruch. 
These methods suffice in general for all interference 
in the abdomen if no extensive adhesions exist; 
for the gynecologist ventrofixation and ovariotomy 
must be considered. Local anesthesia is, therefore, 
capable of supplanting general anesthesia in many 
abdominal operations, especially if scopolamine- 
morphine is injected before. Indications are: old 
age, ateriosclerosis, vitum, cordis, pulmonary tuber- 
culosis, myocarditis, Basedow’s disease, goiter, 
and diabetes. The anesthesia of plexuses increases 
the first still further. 

The paravertebral injection method of anes- 
thesia permits the performance of kidney operations, 
stomach resections, gastro-enterostomies, chole- 
cystectomies, and drainage of the gall-bladder. 
The weak point in the method is the large quantity 
of novocaine which must be employed. 

In regard to spinal anesthesia, surgeons have 
been slow to adopt the method of the gynecologists, 
on account of numerous deaths a.:d other accidents. 
Of course with proper technique like that of Déder- 
lein and Krénig these unfortunate results may be 
avoided; at any rate the complicated technique 
can be mastered only in large clinics; the surgeon 
with little material cannot learn it in all its detail. 

The use of extradural or sacral anesthesia is too 
recent to pass fair judgment on. Its advantages 
are that the solution can never reach the brain, and 
the ganglion cells of the spinal cord are likewise not 
in contact with the solution. The injury to the 
veins can be avoided if the injection is made in the 
elevated pelvis position. The action, however, is 
not certain and general narcosis must frequently 
be employed. The method is indicated in young 
and middle-aged persons not too fat, and is contra- 
indicated in cases of large tumors within the ab- 
domen. L. A. JUHNKE. 
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attack occurred four days after a grafting operation, 
and in spite of the attack, which involved the entire 
grafted area in addition to the face, the newly placed 
Thiersch grafts took nicely. The heteroplastic 
grafts, as in previously reported cases, did not take 
in this case. L. A. JUHNKE. 


Bryant, W. S.: Treatment of Purulent Strepto- 
coccic Cerebrospinal Meningitis. Surg., Gynec. 

& Obst., 1915, XX, 240. By Surg., Gynec. & Obst. 
The treatment of septic meningitis, as emphasized 
by the author, should be developed chiefly along the 
line of control of the toxemia and bacteremia. The 


aim and object of therapeutic measures, aside from 
the relief of the intracranial pressure, consists in 
the control of the life-threatening sepsis. 
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From his experience the author believes that the 
stimulating effects of magnesium sulphate can be 
advantageously utilized in the management of 
meningitis, as well as in the management of other 
toxic conditions in the domain of otolaryngology. 
He has used magnesium sulphate for nearly ten 
years, and the results gained by its use are highly 
beneficial in both mild and severe infections. The 
patient is given by mouth as much well-diluted 
magnesium sulphate in repeated small doses as can 
be tolerated without producing too strong a pur- 
gative effect. Under ordinary conditions it is not 
necessary to revert to the intravenous injection of 
magnesium sulphate, the emergency procedure used 
in obstetrical infections. The author points out the 
rational conclusion that the same general treatment 
should benefit streptococcic meningitis and puer- 
peral streptococcic septicemia, as both are due to 
the same bacterial invasion. 

The author refers to the history and treatment 
of a patient 22 years of age, who under this medica- 
tion recovered from a severe attack of purulent 
streptococcic cerebrospinal meningitis. 

The author’s conclusions are as follows: 

The combination of our experience as otologists 
with the experience of obstetricians makes the out- 
look for successful treatment of streptococcic cere- 
brospinal meningitis appear much brighter than 
hitherto. Otolaryngologists should accomplish as 
good results in cerebrospinal meningitis as the ob- 
stetrician obtains in cases of puerperal sepsis. Al- 
though the surgeon can readily protect the patient 
from death by intracranial pressure, the manage- 
ment of the sepsis is quite another problem. This 
problem of sepsis has received more attention from 
the obstetrician than from any other medical group. 
The treatment should be focused on decompres- 
sion, local and systemic drainage, administration 
of magnesium sulphate, and stimulating general 
hygiene. 
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Reid, M.: Bilateral Myeloid Chloroma of the 
Mammary Gland (Uber ein doppelseitiges mye- 
loides Chlorom der Mamma). Beitr. z. klin. Chir., 
IQI4, XCV, 47. By Surg., Gynec. & Obst. 

Chloroma belongs to the small group of interesting 
new-growths that owe their name to their color. 

They originate in the periosteum, generally of the 

skull bones, and show unlimited proliferation into 

the soft parts. They involve the lymph-glands in 
the region and are accompanied by the blood-picture 
of leukemia. They are divided into lymphoid, 
myeloid, and myeloblastic chloroma, depending on 
the type of the tumor-cells and the blood-picture. 
This case is described as being of special interest 
because it did not originate in the periosteum and 
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Hesselberg, C.: A Comparison of Autoplastic and 
Homeoplastic Transplantation of Thyroid 
Tissue in the Guinea Pig. J. Exp. Med., 1015, 
xxi, 164. By Surg., Gynec. & Obst. 

The author’s purpose in this work was to trace 
the fate of the thyroid gland after homeoplastic 
transplantation and to compare it with the behavior 
of this tissue after autoplastic transplantation. In 
these experiments the author made use of guinea 
pigs, working always on two animals, the grafts 
being placed in the neck and abdominal region of 
the animals, through small skin incisions. The 
author’s series includes 75 animals with more than 

140 grafts. The animals were killed at intervals 

of one to fifty-two days after the transplantation, 

and the transplanted tissue examined microscopi- 
cally and in a general way. 

For a short period of time after operation no 
difference was seen in the behavior of the thyroid 
after auto- and homeotransplantation. Very soon, 
however, destruction of follicles began to take place 
in the homeografts. This destruction was not 
caused by a direct primary disintegration or solution 
of follicles, but depended on the destructive activity 
of (1) the lymphocytes, and (2) of the connective 
tissue of the host tissue. The former invaded the 
follicles and destroyed them directly; the latter grew 
into the homeografts in larger quantity than into 
the autografts. In the former it soon became 
fibrous and hyaline; in the latter it remained cel- 
lular. The fibrous connective tissue surrounded 
and compressed and thus destroyed the follicles. 
In some homeografts destruction by means of 
lymphocytes, in others by connective tissue, pre- 
ponderated. The rapidity with which the destruc- 
tion took place in different homeotransplants also 
varied. A much better blood-vessel supply devel- 
oped in the autograft. Georce 
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there was no change in the blood-picture. The 
tumors in both mammary glands were of the same 
type. Macroscopically they looked like sarcomata 
with a green color; microscopically they were found 
to be made up of cells resembling the cells of the 
bone-marrow, both types being represented — 
myeloblasts and erythroblasts. The gland tissue, 
which could be seen between the tumor masses, was 
compressed and atrophic. The axillary glands were 
infiltrated with cells precisely just like those in the 
mammary tumors. 

This is the only case of myeloid chloroma of the 
soft parts not accompanied by the picture of leu- 
kemia that has ever been reported. Six cases of 
chloroma of the mammary glands have been reported 
in recent years. In 3 of the 7 cases (including the 
present one) diagnosis was not made until operation; 
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in the other 4 the diagnosis was made from the 
blood-picture. This shows the necessity for making 
blood examination in mammary tumors, especially 
in sarcomata. The green color is a valuable aid in 
diagnosis, but it is well known that many leukemic 
tumors do not show the characteristic color of 
chloroma. 

This case is of especial interest as regards the 
question of the relation of these tumors to leu- 
kaemia. Many authors have held that chloroma was 
a symptom of lymphatic or myeloid leukemia, 
while others have held that it was a primary sarcoma 
accompanied or followed by blood changes. 

A. Goss. 


Zinn, W., and Miihsam, R.: Extrapleural Tho- 
racoplasty in Pulmonary Tuberculosis and 
Bronchiectasis (Uber extrapleurale Thorako- 
plastik bei Lungentuberkulose und Bronchiektasen). 
Berl. klin. Wehnschr., 1915, lii, 45, 71. 

By Surg., Gynec. & Obst. 


The authors report 5 cases of tuberculosis and 
6 of bronchiectasis operated upon by extrapleural 
thoracoplasty. The tubercular cases had been grow- 
ing worse under the usual methods of treatment. 
In none of the cases was the other lung involved at 
all, or if so only slightly with no tendency to progres- 
sion. Pneumothorax was either impossible or in- 
effective on account of adhesions. Extrapleural 
thoracoplasty was successful in 4 of the cases. The 
fifth, in which the patient died, was complicated 
by intestinal tuberculosis, which is generally re- 
garded as a contra-indication to operation. 

In severe cases Sauerbruch’s method of resection 
is recommended; viz., extensive resection of the 
greatest possible number of ribs, from the first or 
second to the eighth, tenth, or eleventh, depending 
on iue case. The results of partial thoracoplastic 
operations have shown that they are ineffective 
in most cases. Complete thoracoplasty brings 
about contraction of the lung, functional rest, 
changes in the blood and lymph circulation, and 
healing of the tuberculosis by inclusion of the foci 
in new-formed connective tissue. The réntgen 
picture shows the degree of contraction. 

The clinical signs following the operation are 
decrease in fever and sputum, disappearance of 
tubercle bacilli from the sputum, inprovement in 
the general condition, and increase in weight. The 
operation is so much more severe than pneumothorax 
that it should be performed only when the latter is 
impossible on account of adhesions. 

The surgical treatment of bronchiectasis is more 
discouraging; it is difficult to obliterate the cavities 
because of the rigidity of their walls. Better results 
can probably be obtained by operating earlier, as 
advised by Garré, Kérte, and others. 

Three of the authors’ 6 cases are still living and 
improved, though none of them can be regarded as 
definitely cured. The chief danger of the operation, 


aside from shock, is that of post-operative empyema. 
This is greater if the pleura is injured. 


Most 
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surgeons prefer local anesthesia for the operation, 
but the authors have not found that shock was 
less with local than with general anesthesia. They 
now prefer to operate under light general anzsthesia, 
preceded by scopolamine-morphine. A. Goss. 


Friedrich, P. L.: The Decompressive Bursting of 
the Thorax by Means of Longitudinal Ster- 
neotomy (Die dekompressive Thoraxsprengung 
durch longitudinale Sternotomie bei die Luftwege 
komprimierendem, Aneurysma und Tumoren des 
Mediastinums). Beitr. z. klin. Chir., 1914, xciii, 
312. By Surg., Gynec. & Obst. 

The author describes a method for enlarging the 
thoracic cavity in cases in which the intrathoracic 
tension has been increased by mediastinal tumors, 
aneurisms, etc., leading to severe respiratory and 
circulatory disturbances. He reports in detail 5 
or 6 cases in which he performed longitudinal 
sterneotomy — a longitudinal division of the ster- 
num — with excellent results in all except one case. 

In all the cases he was dealing with encroach- 
ment of the organ in the mediastinum by tumor or 
aneurism leading to respiratory difficulty, cy- 
anosis, inequalities of radial pulse, rapid heart, 
displacement of the heart, compression of the lungs 
and trachea. The operation was performed with 
an electric saw, the sternum being divided into 
two equal parts and the parts separated up to 5 
cm. In case the tumor is adherent to the sternum 
it must be freed from it before separation of the 
two parts can be accomplished. 

In one sterneotomy performed on an old man with 
senile rigidity of the thorax, Friedrich failed to secure 
the separation after division of the sternum. The 
skin alone is sutured after the division, leaving a de- 
fect of about 3 to 3.5 cm. The effect was excel- 
lent in all cases except in the senile case mentioned. 
The respiratory difficulty, cyanosis, and cardiac 
embarrassment receded immediately, so that the 
patients were able to be about in a few days. Ex- 
cellent tables and radiographs accompany the 
article. L. A. JUHNKE. 


Nordmann, O.: Experimental and Clinical Study 
of the Thymus (Experimentelles und Klinisches 
iiber die Thymusdriise). Arch. f. klin. Chir., 1914, 
cvi, 172. By Surg., Gynec. & Obst. 

Our rather limited knowledge of the effect of 
hypofunction of the thymus gland is based entirely 
on animal experiments, as there are no known cases 
in literature of aplasia of the thymus. Klose and 

Basch found on extirpation of the thymus in young 

dogs that there were marked changes in the bones, 

resembling those of rickets. But Nordmann re- 
moved the thymus of newborn dogs and came to the 
conclusion that the organ has no importance in the 
growing body and that its removal has practically 
no effect. He thinks the difference in his results 
and those of Basch, Matti, and Klose is due to the 

fact that certain bone changes occur in dogs as a 

result of domestication, and it was these changes 

which the above authors attributed to removal of 
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the thymus. The changes may have been due in 
part also to chronic infection from the wound. He 
observed such changes in some cases where the 
wounds did not heal without suppuration. 
Hyperfunction of the thymus is sometimes mani- 
fested as Basedow’s disease. There are cases of 
Basedow’s that are caused by the thyroid alone, 
some by both thyroid and thymus, and some, he 
thinks, due to the thymus alone. He describes a 
case of the latter kind. Among 23 cases of Basedow’s 
disease operated upon 3 died as a result of the opera- 
tion. These deaths were he thinks due to a persist- 
ent thymus gland. The remaining 20 cases, which 
recovered after operation on the thyroid, were due 
to thyroid disease. Unfortunately neither percus- 
sion nor réntgen examination can be relied upon to 
demonstrate the presence of a persistent thymus. 
Thymic asthma is due, not to mechanical pressure of 
the thymus on the trachea or nerves, but to hyper- 
function of the thymus. A. Goss. 


PHARYNX AND CSOPHAGUS 


Meyer, W.: Further Experience with Resection of 
the sophagus for Carcinoma. Surg., Gynec. 
& Obst., 1915, xx, 162. By Surg., Gynec. & Obst. 
In accordance with his conviction, previously 
expressed, that every case of resection of the cesopha- 
gus should be published, the author reports four 
further cases treated by this operation, making 
eight in all, the report of the first four having 
appeared in the same journal, December, 1912. 
None of the patients survived operation, although 
one of them, a man of 68, gave promise of recovery, 
when an exudative septic pleurisy with suppression 
of urine caused death a week after the operation. 
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Meyer adds the history of a ninth patient in whom 
the first stage of resection had been successfully 
done as planned. The cesophagus had been divided 
between the aortic arch and the cardia; each end 
was inverted, the proximal doubly. A free fascia 
transplantation upon the latter, which had been 
planned, was omitted in order to save time. Post- 
operative drainage under differential pressure was 
done. The patient was out of bed on the fifth day; 
as a result of the eversion of the proximal stump, 
he developed an cesophageal thoracic fistula on the 
fourteenth day. He succumbed on the twentieth day 
after operation for bronchopneumonia, due to per- 
foration of the tumor into the bronchial tree. 

Early improvement in the results of this operation 
is to be hoped for. The following three recommen- 
dations are made: 

1. More careful selection of cases for radical 
operation, particularly during the thoracotomy. 

2. Removal of the proximal cesophageal stump 
from the posterior mediastinum and subcutaneous 
transposition antethoracically. 

3. Post-operative pleural drainage. 

The author believes that infiltrating carcinomata 
behind the aortic arch, which have produced clinical 
symptoms for several months, should be excluded 
from radical operation, at least for the present. 
Otherwise he is in favor of resecting every malignant 
stricture of the oesophagus, no matter in which por- 
tion of the tube it is found. 

Reviewing from this standpoint the 8 resections 
so far reported by the author, it appears that only 
2 were suitable cases for operation. Both died of 
pleuritic effusion, the wound having been hermetical- 
ly closed. One at least would have had a fair chance 
of recovery had drainage been employed. 
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ABDOMINAL WALL AND PERITONEUM 


Goebel, C.: The Closure of Defects of the Abdom- 
inal Wall (Zur Frage des Verschlusses von Bauch- 
wanddefekten). Beitr. z. klin. Chir., 1914, xciv, 14. 

By Surg., Gynec. & Obst. 

The author reports three cases in which large 
defects of the abdominal wall resulted from several 
causes and in which he employed relaxation in- 
cisions laterally to the defect in order to obtain 
primary union after closure of the defect. The 
principle of the operation is to make long relaxation 
incisions through all layers of the abdominal wall, 
skin, fascia, and muscles to the peritoneum, followed 
by wide tamponade with iodoform gauze to prevent 
pyocyaneous infection. In cases of extensive 
fecal fistule after closure of the bowel wall the 
abdominal wall is closed completely; thereby the 
bowel suture is reinforced and infection of the belly 
wall suture line is prevented. The relaxation 
incision is allowed to granulate over. The question 


arises: What is the probability of hernia in the 
scars of the relaxation incisions? Goebel’s con- 
clusions are as follows: 

In spite of extensive eczema in the neighborhood 
of the fecal fistula primary union resulted in each 
instance, as dead spaces were entirely obliterated. 

The relaxation incisions were made in part through 
the transversalis muscle, and in spite of prolonged 
tamponade healed with a firm scar without de- 
veloping a hernia (after 1 and 4 years, respectively), 
in part through the rectus muscle longitudinally, 
and here also a firm scar resulted without any signs 
of hernia appearing. For tamponing purposes 
iodoform gauze should be employed. 

The principle of relaxation incisions would be 
applicable in the closure of large ventral hernias 
and in the closure of tense abdominal wall wounds. 

The appearance of poor operative hernias ap- 
parently are favored by suppuration of the muscula- 
ture and inactivity of the latter following the 
severing of nerve filaments. L. A. JUHNKE. 
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Loth: Pseudomyxoma of the Peritoneum and 
Vermiform Appendix (Uber das Pseudomyxoma 
peritonei e processu vermiformi). Beitr. 2. klin. 
Chir., 1914, XCiv, 47. By Surg., Gynec. & Obst. 

The author describes a case of pseudomyxoma 
originating from the appendix. Under the symptom- 
complex of an acute appendicitis the disease com- 
menced and ran the course of an acute attack of 
appendicitis, gradually receding. The patient had 
several attacks and finally consented to be operated 
upon. On operation a club-shaped appendix was 
found, the proximal end entirely obliterated and the 
distal end showing a_ perforation surrounding 
which the peritoneum was covered with the myx- 
omatous-like mucosa. ‘The appendix was removed, 
and the myxomatous structure was peeled off the 
surrounding tissue on which it had been deposited. 

It was peeled off easily and did not invade the tissues 

per se. As it seemed to be deposited there from the 

appendiceal perforation without showing any tend- 
ency to invade the structures per se, it was not 
deemed necessary to resect any of the surrounding 
tissues. Complete recovery resulted and the patient 
—3 years later—still remains well. L. A. JuHNKE. 


Santy, P.: Irrigation of the Peritoneum with 
Ether: an Experimental Study (Le lavage du 
péritoine a Vether; recherches expérimentales). 
Lyon chir., 1914, Xi, 313. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s 

Ether applied to the peritoneum of an animal 
that is not anesthetized produces considerable 
pain. If, after introduction of the ether, the small 
abdominal wound is immediately closed, or if 
the ether is injected through the abdominal wall 
with a syringe, marked meteorism results from the 
ether vapor which develops. Twelve centimeters 
of ether in a rabbit weighing 1,900 gr.— correspond- 
ing to 500 ccm. in a man weighing 65 kg.— pro- 
duces deep coma, cyanosis, dilatation of the pupils, 
and death. One grain of ether to the kilogram of 
weight, injected intraperitoneally, produces anes- 
thesia for about an hour. The ether does not act 
so quickly when used in any other way. If, in 
animals of the same size, 20 to 30 grains of ether 
are introduced into the abdominal cavity after 
laparotomy and the abdominal wall is not closed 
until the ether vapor has passed off so that the 
intra-abdominal pressure does not rise, only slight 
symptoms of intoxication appear. The small 
intestine contracts strongly when touched with 
ether. The large intestine shows a slight dilatation. 

The animals so treated were left alive for varying 
lengths of time in order to study the peritoneal 
injuries produced by the ether. These injuries 
were apparent for the first few days as ecchymoses 
and hyperemic places that were visible macro- 
scopically. Microscopically, the endothelium was 
injured. The cells were contracted and some of 
them discharged. The remaining cells increase 
and after twelve days the endothelium is completely 
restored. Connective tissue, which is also irritated 
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by the ether, becomes thicker. The injuries to 
the peritoneum are much less than might be ex- 
pected. The only danger to avoid is the immediate 
closing of the abdomen AMSTAD. 


Ramstad, N. O.: Subphrenic Abscess. J.-Lancet, 
IQI5, XXXV, 39. By Surg., Gynec. & Obst 
The subphrenic space is divided by the falciform 
ligament of the liver into right and left spaces, which 
have independent lymph-channels and drain differ- 
ent parts of the abdomen. These spaces may be 
infected in various ways: 

1. By direct extension from neighboring organs. 

2. Asa result of general peritonitis. 

3. By infection from the appendix through the 
rectocecal lymphatics. 

4. By extension through the portal vein, or fol- 
lowing disease of the gall-bladder or the liver, al 
kidneys, stomach, pancreas, and spleen. 

More than half of all cases originate in the ap- 
pendix, the next most frequent cause being ulcers 
of the stomach or duodenum. The pus most often 
contains colon bacilli, although mixed infection is 
the rule. 

Subphrenic abscesses have a tendency to perforate 
the diaphragm, but seldom the peritoneal cavity, 
stomach, or other viscera. There results an empye- 
ma or lung abscess, or, if a bronchus is perforated, 
the expectoration of foul pus. 

The symptoms are not always typical. With a 
history of a previous abdominal lesion, there devel- 
ops a gradually increasing fever, malaise, occasional 
vomiting, slight respiratory pain on the right side, 
tenderness over the same region, and a high leuko- 
cytosis. Percussion shows a convex line of dullness 
above the diaphragm, and on auscultation there is 
lessened respiratory sounds with a few rales. Ex- 
ploratory puncture and the X-ray are of advantage 
in diagnosis, the plate showing the high convex line 
of the abscess instead of the straight line of an effu- 
sion. 

Early drainage of a subphrenic abscess increases 
the chance of recovery. Occasionally drainage may 
be done through the lumbar region, but as a rule 
the abscess is too high and the transpleural method 
must be used. After resection of the eighth or ninth 
rib, the two leaves of the pleura are accurately 
sutured together before they are incised. Because of 
the weakened condition of these patients and on 
account of the difficulty of respiration, local anes- 
thesia alone had best be used. Left-sided subphrenic 
abscesses are best drained through an abdominal 
incision to the left of the ensiform cartilage. 

E. K. ARMSTRONG. 


GASTRO-INTESTINAL TRACT 


Campbell, A. M.: Benign Tumors of the Stomach. 
Surg., Gynec. & Obst., 1915, xx, 66. 
By Surg., Gynec. & Obst. 
Campbell gives a general review of the literature 
upon the subject of benign gastric tumors. 
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Consideration is given to the fact that compara- 
tively few cases are reported, and that most of these 
are found at post-mortem, or are accidentally 
found during operations for other conditions. He 
includes among the more important benign growths 
of the stomach myomata, fibromata, lipomata, 
adenopapillomata, and lymphadenoma. Those of 
more rare occurrence are myxomata, osteomata, 
hydatid cysts, aneurism, and syphilitic gumma. 

Attention is called to the fact that these growths 
occur in patients advanced in years and in many 
cases are associated with other pathological con- 
ditions of the stomach or cardiovascular system. It 
is considered improbable, however, that these as- 
sociated conditions can be considered as direct 
etiological factors in the production of gastric 
tumors of benign character. 

The pathology of these growths is taken up in 
considerable detail and the frequent occurrence of 
malignant changes is emphasized, although the 
progress of such changes is not rapid. 

The author considers that these cases all present, 
at some time or other, symptoms of gastric disturb- 
ances. These symptoms may be obscure, and peri- 
ods of complete recession are found, but sooner or 
later evidence of pyloric obstruction is observed. 

Campbell urges that extra care and study be used 
in the diagnosis of gastric conditions, in order, if 
possible, to make more definite diagnosis before 
operation. He strongly advises conservatism in 
handling gastric tumors where definite evidence of 
malignancy is not present. 

Campbell reports a case of a woman, aged 51 
years, whose early history was negative, excepting 
mild forms of indigestion for years. The present 
trouble had begun two years before; she had lost 
25 pounds in weight , became weak and nervous and 
tired easily. She had a number of attacks of severe 
gastric pain, vomited considerable during attacks, 
and on two occasions required opiates for relief. 
Between attacks she was comparatively comfort- 
able. 

Physical examination was negative; there was no 
evidence of pyloric obstruction, and no tumor was 
felt in the abdomen. 

Examination of the gastric contents showed an 
absence of hydrochloric acid; examination of the 
blood gave a picture of marked secondary anemia. 

The patient was sent home with instructions as 
to rest, medication, and nutrition. Subsequent 
examination gave the same findings, with the ex- 
ception that small amounts of blood were found in 
the stomach contents and stools. The combined 
findings suggested liver disease, gastric ulcer, duo- 
denal ulcer, or malignant disease of the stomach. 
A probable diagnosis of papilloma of the stomach 
was made and operation advised. 

A papillomatous growth was found in the stomach, 
the tumor being about the size of a pigeon’s egg and 
situated on the posterior wall near the greater 
curvature, about four inches from the pylorus. 
The pedicle was small, about half an inch long, per- 
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mitting considerable movement of the tumor. The 
tumor was removed, and the stump was cauterized, 
very little haemorrhage resulting. 

A pathological examination of the tumor showed 
it to be of papillomatous nature on a_ possible 
adenocarcinomatous base. 

Campbell assumes, however, that as there were 
no metastases present and as papillomata are usually 
of benign nature, that this growth may be consid- 
ered benign. Nine months have elapsed since the 
operation with no recurrence of symptoms. 


Hanck: The Prognosis and Treatment of Per- 

forating Gastric Ulcer (Zur Prognose und Thera- 

pie des perforierten Magengeschwiirs). Beitr. 2. 
klin. Chir., 1914, xciii, 702. 

By Surg., Gynec. & Obst. 

The surgical trestment of gastric ulcer exclusive 
of the purely surgical technique depends primarily 
upon the certainty that a gastric ulcer and not a 
cancer is being dealt with. Ifit is certain that it is 
an ulcer and there is no likelihood of a later can- 
cerous degeneration, a simple gastro-enterostomy 
should suffice. Since every callous ulcer presents 
the possibility of being a beginning cancer, or later 
developing into one, a much more radical procedure 
must be undertaken even in simple ulcers. It 
is not at all rare to find by microscopical examina- 
tion that what was believed at operation to be an 
ulcer was in reality a cancer. Since Riedel and 
Payr have advocated excision and resection so 
urgently these questions have become all the more 
acute. Payr reported 20 per cent of cancers present 
in what he believed to be pure callous ulcers; Riedel 
found 30 per cent; Hofmeister 25 per cent; Jedlicka 
26 per cent; and Kiittner 43 per cent. English and 
American surgeons estimate the number of cancers 
upon an ulcer basis as high as 60 to 71 per cent, 
bringing microscopic proof that ulcer precedes the 
cancer. 

From the foregoing it must be concluded that 
cancerous degeneration of an ulcer occurs much more 
frequently than was hitherto supposed. Recently, 
however, these figures have been considered highly 
exaggerated by some men, who even doubt the can- 
cerous degeneration of the ulcer altogether. Kocher 
believes that when an ulcer patient later develops 
cancer it only shows that the ulcer was in reality a 
cancer primarily. Kausch and Bier take the same 
view. As Payr so aptly states, it is immaterial 
whether the ulcer becomes carcinomatous soon or 
late, or whether harmless as it appears it is already 
a cancer, one thing is certain, that in a great number 
of cases it is impossible to decide whether the lesion 
is a simple ulcer or a cancer; therefore the great 
majority of surgeons still advocate resection of 
every ulcer in spite of Kocher’s renewed plea for 
gastro-enterostomy. 

In cases of perforating ulcer gastro-enterostomy 
is not to be considered. Here the danger of peri- 
tonitis and hemorrhage is so evident that later 
complications are rarely considered, and in the 
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treatment these two complications alone are usually 
considered. 

The author reports two cases in which perforation 
of a gastric ulcer occurred. The ulcer was excised 
in one case and in the other the ulcer was sutured 
and covered over with omentum. Both patients 
died of cancer a few months later. 

It is rather surprising that in the literature no 
one has ever called attention to the fact that the 
perforating ulcer of the stomach may be a cancer 
primarily, and treated the case accordingly. The 
general opinion prevails that given a case of per- 
forating ulcer it is unnecessary to consider the 
possibility of it being a carcinoma primarily nor 
the possibility that a cancer may later develop 
upon the ulcer site. From the two cases reported, 
however, it is evident that these possibilities exist 
and treatment must be planned accordingly. 

L. A. JUHNKE. 


Linke, R.: Acute Dilatation of the Stomach 
(Beitrag zur Kenntnis, Kasuistik und Therapie der 
akuten atonischen Magendilatation). Beitr. 2. klin. 
Chir., 1914, XCciii, 360. By Surg., Gynec. & Obst. 

The author reviews in detail the subject of acute 
dilatation of the stomach. He holds that the oc- 
clusion of the duodenum by the arteriomesenteric 
root is not the primary cause of the acute dilatation. 
Primarily the complete compression of the duode- 
num between the arteriomesenteric root and the 
aorta which protrudes anterior to the spine is im- 
possible. Secondly, the absence of gastric hyper- 
trophy and of increased peristalsis speak against a 
primary obstruction. Furthermore, it has been 
proven experimentally that by influencing the nerv- 
ous system an atony of the stomach can be produced. 
Lesions of the nervous mechanism deprive the 
stomach of the ability to empty itself; the failure 
of the gastric musculature therefore is a functional 
disturbance. He believes that without functional 
disturbance of the gastric musculature acute dila- 
tation is impossible. Axhausen, Payer, Wilms, 
Kelling, and others have presented cases of complete 
obstruction of the duodenum without any dilatation 
of the stomach, although some dilatation of the 
duodenum proximal to the obstruction existed. 
He sces in the partial paresis of the musculature 
the primary cause of the acute dilatation. 

As tothe cause of the muscular paresis, the author 
presents some interesting points. According to 
Riedel, the exposure and handling of the stomach 
and intestine during laparotomy is one cause. 
Von Herff and Kelling point out that in a series of 
300 inhalation narcoses nearly all of the patients 
showed some grade of gastric atony and dilatation. 
Herff attributes this to the injury of the nerve 
mechanism by the anesthetic, especially chloroform, 
and considers it a transient chloroform poisoning. 
Ordinarily this paresis recedes within 12 to 24 
hours. If it persists longer, then the post anas- 
thetic vomiting also persists and a predisposition 
to acute dilatation is present. 
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Kuru and Arangeli attribute it to a functional 
disturbance of the suprarenals with lack of adrena- 
lin, which regulates the stomach. Chavannaz and 
Payer mention the individual predisposition existing 
in some people and mention five interesting cases 
in which the trouble recurred frequently. 

Acute dilatation, therefore, must be considered as 
the result of a paresis of the stomach musculature, 
as there is no acute dilatation with perfect function 
of the musculature. The arteriomesenteric ob- 
struction of the duodenum must be considered 
secondary after the dilated stomach exerts pressure 
upon the small intestine and with it exerts traction 
upon the duodenum beneath the mesenteric root. 
The paresis of the gastric musculature may be 
due to central, peripheral, and reflex innervation 
disturbances, to mechanical as well as toxic-in- 
fectious injury to the muscle fibers, or even to a 
disturbance of the internal secretion governing it. 

In regard to treatment the author warmly recom- 
mends the abdominal position as the only hopeful 
one in the treatment. The knee-elbow position or 
the right lateral prone likewise are of value, since 
in these positions the compression of the duodenum, 
if any exists, is removed. The evacuation of the 
stomach in the abdominal position is also much 
more easily accomplished. Gastro-enterostomy in 
acute dilatation of the stomach does not enter into 
the therapy at all, as drainage possibilities are not 
established in the dilated stomach, its muscles 
being atonic and incapable of forcing contents 
through the artificial opening. Of much more 
value and far less serious is the repeated evacua- 
tion of the stomach by means of the tube, permit- 
ting the organ to gradually regain its tone. The 
most important, however, is the abdominal position. 
This, in conjunction with the stomach tube used 
judiciously, has recently rendered results far superior 
to any heretofore. The early diagnosis is all im- 
portant, as P. Miiller states. If we only think of 
the possibility, the diagnosis offers no serious difli- 
culties. Judicious measures instituted early will 
cure even the severest cases. L. A. JUHNKE. 


Pers, A.: Operative Treatment of Hour-Glass 
Stomach (Uber die operative Behandlung des 
Deutsche med. Wcehnschr., 1914, 
xl, 1612. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Hour-glass stomach is caused by one or several 
ulcerations, generally on the lesser curvature, 
occasionally on the greater curvature, which infil- 
trate the stomach wall circularly so that a muscular 
and, later, a cicatricial contraction is produced. 
R6éntgenography is the best method of diagnosis 
when it is available, but if it is not available the 
diagnosis can be made by introducing gas or water 
into the stomach. When air is introduced into the 
stomach if there is a gurgling or whistling sound at 
the cardia it indicates that the air has to pass 
through a contraction, and if instead of one dis- 
tended area there are two, separated by a furrow, 
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it indicates hour-glass stomach. When water is 
poured in and remains in the stomach, or if the fluid 
removed is at first clear and suddenly becomes tur- 
bid, hour-glass stomach is indicated. 

In operating, an anastomosis may be made be- 
tween the two parts of the stomach or between the 
stomach and intestine. The author prefers the 
former because it avoids a vicious circle. He still 
prefers this method to any of the other palliative 
operations. He has used it in 7 cases with only 2 
recurrences, and those only after 5 and 7 years. 
In recent years, however, he has come to regard 
resection as the method of choice; and in benign 
cases the mortality is no higher than with the more 
conservative methods. Where it cannot be used on 
account of age or weakness of the patient or on ac- 
count of arteriosclerosis, gastro-anastomosis is per- 
formed. He thinks circular resection of the con- 
stricted part on account of the stomach is just as 
dangerous as Billroth’s complete resection and not 
as effective. The pylorus if not removed may later 
become the seat of ulceration. A. Goss. 


Beck, C.: Plastic Surgery of the Stomach; an 
Experimental Study. Surg.,Gynec. & Obst., 1915, 
XX, 170. By Surg., Gynec. & Obst. 

The author has studied the question of plastic 
operations on the stomach and reports 5 series of 
operations on the dog as follows: 

1. In the first series the operation consists in the 
formation of a tube-like gastro-enterostomy accord- 
ing to the principle developed by him and Alexis 
Carrel in 1904 in the formation of a new oesophagus 
(now called the Jianu operation). 

2. The second consists in the implantation of a 
portion of jejunum into a gap of stomach formed 
by resection of the pylorus. 

3. In this series there is implantation of a pedicled 
flap formed from the small intestine into the defect 
created by a flap resection into the small curvature 
of the stomach. 

4. The fourth series consists in flap operations 
according to well-known principles of plastic surgery. 

5. In this series there is resection of part of the 
anterior wall of the stomach and covering with 
omentum only, without stitching the walls. 

All these results were studied with fluoroscopy and 
skiagraphy and are now studied from a physiologic 
standpoint. 


Johnston, J. C.: A Suggestion in Cases of Late 
Operation for Intestinal Obstruction. Med. 
Rec., 1915, Ixxxvii, 21. By Surg., Gynec. & Obst. 

In removing the intestinal obstruction no me- 
chanical indication is met, but the intestine lying 
below the obstruction has not been prepared to 
withstand the resorption of fermented materials 
from the upper segment. 

The pathology of this dilated portion permits 
certain changes in the wall itself, through which 
even bacteria may pass, or perhaps a large quantity 
of fluid is merely allowed to accumulate in the 
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intestine above the obstruction; this fluid is usually 
a mixture of hypersecretion, inflammatory exudate, 
and blood. This is followed by fermentation and 
venous stasis and the destruction of the epithelium; 
then follow necrosis, ulcer, perforation, peritonitis, 
and more often death, if operation has been long 
delayed. The operation often performed is a 
simple enterotomy to liberate the contents of the 
intestine at the point of greatest distention; the 
wound being thus closed with a dependable in- 
testinal suture. 

Instead of closing the intestinal wound at once, 
the author clamps the lower segment of intestine 
and thoroughly irrigates the upper segment for as 
great a distance above the obstruction as may be 
easily reached, using sterile water or half-strength 
physiological salt solution. It is important that 
none of the accumulated material above shall enter 
the empty and thirsty intestine lying below the 
obstruction. 

When the operator is thoroughly satisfied that 
he has met the mechanical requirements of the 
obstruction by liberating an incarcerated bowel in 
hernia, or remedied the condition brought about by 
volvulus, intussusception, diverticulum, neoplasm, 
foreign body, or fecal impaction, he should clamp 
the end of the upper segment and then remove the 
clamp on the lower segment. Then the _half- 
strength salt solution should be slowly instilled into 
the lower segment with a view to saturating it, so 
that the rapid absorption of harmful products will 
be doubly guarded against and diluted when the 
faecal stream is allowed to resume its course. 

If the case presents evidence of not being suitable 
for complete operation at once, the intestine may be 
fastened to the abdominal wall and the irrigations 
above and below the opening continued at intervals 
until the condition of the upper segment warrants 
the closure of the wound. 

If the instillation of the fluid into the lower 
segment be continued until the upper segment is in a 
condition approaching normal, some of the cases of 
toxemia that occur when the fecal current is re- 
stored will be avoided. This treatment could follow 
a resection; even anastomosis done later is 
much better for the patient and surgeon than an 
explanation on the death certificate of how it hap- 
pened. Epwarp L. CorNELL. 


Deaver, J. B., and Ross, G. G.: The Mortality 
Statistics of Two Hundred and Seventy-Six 
Cases of Acute Intestinal Obstruction. Anz. 
Surg., Phila., 1915, Ixi, 198. 

By Surg., Gynec. & Obst. 

The article is an analysis of the statistics shown 
in 276 cases of acute intestinal obstruction during 
a period of ten years. 

There was a mortality of 42 per cent. DaCosta 
reports that the usual mortality is 60 to 70 per cent. 
The average time between the onset and operation 
in those that recovered was 2.5 days; in those dying, 
4 days, 1 hour. Several noted surgeons are quoted 
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showing that prompt diagnosis and operation are 
essential to a low mortality. The cases were about 
equally divided between the two sexes. 

In the list of etiologies strangulated hernia stands 
first with 156 cases, followed by post-operative 
adhesions with 8r. 

The average mortality of the hernias was 33.5 
per cent, the highest being in the umbilical and 
ventral varieties. This is probably due to the fact 
that the acute symptoms are delayed and of lesser 
severity. 

Taxis and manipulation should not be prolonged 
over five minutes (Coley). The authors always 
operate immediately, using either general, local, or 
spinal anesthesia. 

The cases of post-operative adhesions showed a 
mortality of 49.3 per cent, accounted for by the 
long lapse of time between the onset and operation, 
and by delayed diagnosis. Fifty-one of these 81 
cases followed appendectomies, 44 of which had 
had drainage. Twenty-seven of the 51 cases died. 
The majority of these cases would have had no 
adhesions had they been operated upon early in the 
appendiceal attack, so the authors believe. 

There were five cases of volvulus, with a mortality 
of 40 per cent, and two cases of intussuception, one 
of which died. 

Care should be taken not to be deceived by 
evacuations of the lower bowel only as a result of 
enemata. 

In closing, the authors, reiterate and insist that 
it is only by prompt diagnosis and immediate oper- 
ation that the mortality of acute obstruction can be 
reduced. Puitiurs M. CHASE. 


Soresi, A. L.: A New Method of Lateral (Side-to- 
Side) Intestinal Anastomosis. Surg., Gynec. & 
Obst., 1915, XX, 225. By Surg., Gynec. & Obst. 

The purposes of the new technique are to 
shorten the time of the operation to about one-half, 
to avoid the formation of two cul-de-sacs, and to 
form an anastomotic opening which cannot be 
occluded. 

The technique is as follows: 

The two stumps of the intestines are approximated 
with the cut edges in opposite directions. A strand 
of silk threaded on two seamstress’ needles is used 
for a seroserous suture which is started midway 
between the two cut edges about 2 mm. from the 
attachment of the mesentery. Each needle ac- 
complishes half the suture in opposite directions 
up to about 3 mm. from the cut edges. The needles 
are gently pulled so as to approximate the serous 
surfaces and are temporarily dropped. With 
scissors the two stumps of intestine are cut longi- 
tudinally and parallel to the seroserous suture ap- 
proximately 3 mm. from it. Two needles are 
threaded with chromic catgut No. 1 and a suture is 
started opposite the point of the seroserous suture, 
which will intersect the three coats, and is con- 
tinued completely around half-way with each needle 
until the intestine is completely closed; the ends of 
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the catgut are tied with two knots and cut short. 
The two needles which had started the seroserous 
suture are picked up, pulled gently apart again, and 
the suture completed half-way with each needle 
until the two meet, when the thread is tied and 
cut. 

The author strongly recommends the use of catgut 
for the through-and-through suture. 

Numerous photographs illustrate the article and 
show each step of the procedure, and specimens 
demonstrate that the anastomosis is very smooth, 
and the natural size and shape of the lumen are 
preserved, because the two stumps are united in a 
slanting position, and that the gut is much larger at 
the point of the anastomosis than at any other 
point, so that there is ample allowance for any 
possible future contraction, completely preventing 
cicatricial occlusion. The author recommends that 
this procedure, like all new operations, be tried on 
living animals or on the cadaver before it is attempt- 
ed on human beings. 


Heile, B.: The Physiology of the Appendix (Zur 
Physiologie des Blinddarmanhanges). Beitr. 
klin. Chir., 1914, xciii, 520. 

By Surg., Gynec. & Obst. 

In an extensive series of animal experiments, 
numerous experiments with appendiceal extracts 
in vivo and also in vitro, and similar experiments 
carried out on the living human the author endea- 
vored to determine the physiology of the appendix. 
Considering the structure of the appendix, analogous 
to that of the cecum and colon, the physiology of 
the appendix is analogous to that of the cecum, and 
its intimate relation to the cecum and ileocecal 
valve renders these three structures functionally 
related. 

Heile’s conclusions are: 

1. The appendix contains in its walls ferments 
(albumin splitting trypsin and carbohydrate split- 
ting ferments) which can be demonstrated in the 
lumen of the living appendix as secretions of that 
organ. These ferments are endocellular in nature 
and can be separated from their cell connection by 
autolysis. Furthermore, there are hormones present 
in the cells of the appendiceal lining capable of 
initiating powerful contractions of the bowel in 
the living animal; therefore the formation of the 
appendix is analogous to that of the caecum, to 
which it is attached. 

2. The appendix, cecum, and ileocecal valve 
together act as a physiologic unit, each acting in 
harmony with the others. The appendix by means 
of the posterior longitudinal band is in intimate 
relation with the ileocecal valve, which does not 
consist of a mechanical valve, but of the smooth 
closure muscle, the muscle ileocolicus and a mucous 
membrane valve of ileum overhanging it. The 
innervation of the muscle and of the appendix is 
from the splanchnic nerve. In the combined action 
of antiperistalsis and contraction of the muscle at 
the ileocecal orifice a very important factor of 
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bowel propulsion takes place, which may become 
the cause of clinical disturbances if the valves should 
become inefficient as a result of weakness or irrita- 
tion. In case of spasm of the valvular muscle a 
severing of the muscle may be considered. 

L. A. JUHNKE. 


Dandy, W. E.: Benign Tumors of the Appendix, 
Especially Myxomata (Zur Kenntnis der gutartigen 
Appendixtumoren, speziell des Myxoms). Beitr. 
s. klin. Chir., 1914, xcv, 1. 

By Surg., Gynec. & Obst. 


Dandy gives a history of an operation for benign 
tumor of the appendix. Benign and malignant 
mesodermic and epithelial tumors of the appendix 
have frequently been observed in recent years. 
The majority of these tumors were cysts, and these 
were first thoroughly studied by Ribbert. He 
believes that these cysts of the appendix originated 
in inflammatory changes which prevented the dis- 
charge of the secretion, thus producing a cyst. 
This view is not universally accepted. 

Crouse has recently cited 250 cases of cysts of 
the appendix from the literature; they constitute 
about three-fourths of all tumors of the appendix. 
Next in frequency is carcinoma, of which Harte 
has quoted 150 cases. He finds carcinoma of the 
appendix in about one-third to one per cent 
of appendix operations. As there are a great num- 
ber of pseudocarcinomata among these, Harte’s 
figures are too high. Though these tumors show 
the histological structure of true carcinoma, they 
must be counted clinically among the benign tu- 
mors, for they appear at an early age and do not 
produce metastases nor recur after simple appendec- 
tomy. 

Another form of benign tumor of the appendix is 
polyps. Kelly mentions only 4 cases in his book 
and the total number is not more than 12. Meso- 
dermic forms are more rare than the epithelial 
cysts and tumors, and among them sarcoma are 
a little more frequent than benign connective- 
tissue tumors. Most of the sarcomata are of the 
round-cell form, but occasionally a myxosarcoma 
is observed. The total number of sarcomata is 
about 25. 

Dandy reviews only the connective-tissue tu- 
mors and those originating in the smooth muscle. 
He has collected 10 from the literature and adds 
his own. Clinically these tumors generally present 
the picture of appendicitis, and it is almost impossible 
to make a clinical diagnosis of tumor of the ap- 
pendix. They are too small to be recognized by 
palpation through the abdominal wall, being 
generally from the size of a pea to that of a walnut. 
Only one of the cases was larger, and as it lay ina 
hernia it could not be demonstrated before the 
operation. Histologically they show the different 
characteristics of connective-tissue tumors — fibro- 
ma, fibromyxoma, and myxoma —or have the 
appearance of smooth muscle tissue. Although 
Dandy’s case showed infiltration and proliferation, 


the whole macroscopic and microscopic picture 
proved it to be a benign connective-tissue tumor. 
A. Goss. 


Quervain, F. de: The Diagnosis of Acquired Di- 
verticulum of the Colon and Sigmoiditis Diver- 
ticularis (Zur Diagnose der erworbenen Dick- 
darmdivertikel und der Sigmoiditis diverticularis). 
Deutsche Ztschr. f. Chir., 1914, cxxviii, Nos. 1 and 2. 

By Surg., Gynec. & Obst. 
De Quervain gives a report on two personally 
operated cases. When acute or chronic disturb- 
ances arise in older patients in the region of the 
sigmoid one must always consider diverticulitis 
among the numerous conditions that may be present, 
especially if signs of acute peritoneal irritation 
develop in the left iliac fossa. A positive diagnosis 
of a diverticulum and inflammation may be arrived 
at with the aid of the rectoscope, if it is possible to 
introduce it high enough. Diverticulosis can, under 
favorable circumstances, be diagnosed by the X-ray 
picture. Diverticulitis, on the other hand, does 
not furnish such a picture, it being characterized 
by a slow filling of the sigmoid, also found in sigmoid- 
itis. In diverticulosis it is important to look for 
evidence of a filled diverticulum after the test 
enema has been partly expelled. L. A. JUHNKE. 


Sudeck, P.: Diverticulitis and Sigmoiditis (Zur 
Frage der Diverticulitis und Sigmoiditis). Beitr. 

z. klin. Chir., 1914, xciv, 78. 
By Surg., Gynec. & Obst. 

The author reports a series of tumor-like inflam- 
matory conditions of the colon, especially of the 
sigmoid flexure. He states that the literature of 
late contains numerous reports of these cases, so 
that the diagnosis of a benign enlargement of the 
large bowel must be considered in all affections 
of that organ. 

In most cases the so-called Graser’s diverticuli 
are present. These consist of hernial protrusions 
of mucosa and serosa, situated more frequently 
in the sigmoid. At times they are filled with 
small round enteroliths, which can be forced back 
into the bowel. The surroundings are commonly 
inflamed by their irritation. As a result of this 
irritation suppuration frequently takes place, or 
gangrene, either with perforation into the free 
abdominal cavity, or with a more chronic suppura- 
tive inflammation of the bowel wall and of the 
fatty tissue of the colon, leading to abscess-forma- 
tion adhesions, and above all constriction of the 
bowel. An occasional favorable outcome is the 
perforation of such an abscess into the lumen of 
the bowel, followed, however, by scar contraction. 
In one case the author found a combination of sup- 
purative sigmoiditis with a smail cytindrical-celled 
epithelioma of the sigmoid, not knowing whether 
the carcinoma was secondary to the sigmoiditis or 
the cancerous ulcer the cause of the sigmoiditis. 

In seven cases the sigmoid was involved, in 
three the ascending colon. These inflammatory 
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tumors are clinically very similar to the carcinoma- 
tous tumors, not only before operation but also 
during operation, it being at times very difficult or 
even impossible to distinguish between them 
macroscopically. The clinical picture, like car- 
cinoma of the colon, is characterized by digestive 
disturbances, obstructive phenomena, and evacua- 
tions of mucous stools, and since cancer is the most 
probable diagnosis, this is usually made. The pres- 
ence of blood in the mucous stool may also occur in 
sigmoiditis. ‘The absence of occult blood, however, 
may be taken as a sign of sigmoiditis in the presence 
of a large tumor, as a large cancer will hardly under- 
go disintegration without blood in the stools. The 
regular rise in temperature, associated with mucous 
stools containing no blood, is of considerable signifi- 
cance, in addition the local pain and sensitiveness 
and urinary disturbance, and lastly the demonstra- 
tion of the Graser diverticuli by means of the 
sigmoidoscope and the X-ray. 

Also after the abdomen is opened confusion with 
cancer may arise on account of these circumscribed 
stenosing pseudotumors. It is important to think 
of the possibility of their occurrence. Suspicion 
should be aroused by the presence of diverticuli, 
adhesions to the parietal peritoneum, omentum, 
female genitalia, and bladder. Of decided im- 
portance is the characteristic appearance of the 
last infiltrated fatty tissue with a shining surface 
in contrast with the paler nodular appearance of the 
cancerous surface. It is important to make this 
diagnosis since the method of operation must 
naturally be entirely different. 

In regard to treatment the author does not 
favor the non-operative on account of the difficulty 
with which cancer can be excluded. The operation 
differs from that for cancer, in that in the pressure 
of the latter radical procedures are indicated, where- 
as in sigmoiditis the opposite is true. Exclusion of 
the diseased segment would be the ideal method, 
as in high lesions. In low pelvic lesions this is 
impossible and resection must be _ considered. 
This, however, either abdominally alone or com- 
bined with perineal or sacral attack, is relatively 
severe and is advised against. The formation of an 
anus preternaturalis is perhaps the safest, permit- 
ting local treatment by means of the sigmoidoscope 
until the inflammatory as well as the obstructive 
condition has improved. L. A. JUHNKE. 


Schulte-Tigges: Syphilitic Strictures of the Rectum 
(Uber syphilitische Mastdarmstrikturen). Beitr. z. 
klin. Chir., 1914, xciv, 86. 

By Surg., Gynec. & Obst. 
According to Rieder those strictures are to be 
considered as syphilitic in which at microscopical 
examinations meso- and endovascular hyperplasia 
of the veins exists, but in which the arteries are 
practically normal. According to Ruge syphilitic 
proctitis ulcerosa cannot be differentiated macro- 
scopically from proctitis ulcerosa tuberculosa or 
dysenterica. 
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The ulceration in most cases begins a few centi- 
meters above the anal opening and does not invade 
the anal ring. It is usually circular. 

Esmarch claims that the ulcerations are mostly 
multiple, of various sizes, from that of a lentil to 
that in which the entire rectal mucosa is one ulcer. 
Coincident with the ulceration a marked hyperplasia 
of the connective tissue occurs, which changes the 
rectum into a firm thick-walled immovable tube. 
The strictures result from the uneven scar formations 
and their contraction. Later a periproctitis may set 
in and invade the genital as well as the urinary 
apparatus, and fistula may also result. 

Of interest is the fact that the great majority 
of cases occur in women. Schuchardt’s figures 
show 86 per cent among women to 14 per cent among 
men. Rieder explains this as due to the fact that 
the lowest hemorrhoidal veins communicate directly 
with the outer veins of the vulve and commissure, 
the most frequent site of the primary, secondary, 
and also tertiary lesions. As a result the virus 
is transferred directly to the rectum by means of 
this vascular connection. According to Fraenkel they 
are due to chronic obstipation in women, mucous 
membrane defects being quite common in the rectum, 
which are sites of predilection for syphilitic ulceration. 

Therapeutically bougie treatment is as inefficient 
as specific treatment for the underlying disease. 

Sick has employed a radical method — rectum 
amputation after Kraske’s method by the sacral 
route, leaving the sphincter intact. After resection 
he uses Hochenegg’s method of drawing the upper 
segment through the lower before uniting. 

The author reports 17 cases with complete 
histories. He believes the difficulties are great 
owing to the dense adhesions, scar contractions 
in the perirectal tissues, the friability of the rectum, 
the friability of the blood-vessels leading to severe 
hemorrhages, frequently greater than those of the 
carcinoma recti; but as it is the only method with 
which permanent results are obtainable in these 
severe cases, it is justifiable. L. A. JUHNKE. 


LIVER, PANCREAS, AND SPLEEN 


Todd, G. M.: Duodenotomy in Common Duct- 
Stone. Ann. Surg., Phila., 1915, Ixi, 180. 
By Surg., Gynec. & Obst. 

The author reviews the literature on duodenotomy 
for common duct-stone, with especial regard to 
symptoms and clinical history, and adds nine cases 
of his own. 

No typical operation of duodenotomy for stone 
exists, although the duodenum has frequently been 
opened for other causes. The operation was 
suggested in 1884 by Langenback. There is great 
confusion over the exact operation, and usually 
there have been three groupings: (1) After the 
duodenal opening, the stone is extracted, forced 
outward, or crushed. This is sometimes spoken of 


as choledochotomy, although no incision of the 
(2) The stone is impacted 


choledochus is made. 
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in the ampulla but easily freed by a small incision. 
These cases are most numerically prominent. 
(3) The stone is so large that it requires a big in- 
cision followed by subsequent suture. 

Approximately 130 cases have been collected 
from the literature and it is noted that seldom do 
the most extensive operators choose the duodenal 
route, and then often only on an emergency in- 
dication. There follows a complete list of the cases 
reported from 1894 to 1913. The case histories 
of a few of the latest are cited in detail. It is noted 
that few are undertaken solely with the aim of re- 
moving a stone from the common duct, but more 
often as a sequel to a previous gall-bladder operation 
when the symptoms do not improve. It is also 
noted that the surgeons had not operated before, 
but that this method appealed to them as suiting 
the indications, was not difficult, and was prac- 
tically without mortality. 

The article concludes with a detailed report of 
nine personal cases operated upon by this method, 
and the following summary: 

1. Duodenotomy is safe and rational and should 
be used more frequently. 

2. It is much easier and safer than choledo- 
chotomy. 

3- It gives a much lower mortality than hereto- 
fore. Puiturrs M. Cuase. 


Rollmann: Acute Pancreatitis (Pancreatitis acuta). 
Deutsche Ztschr. f. Chir., 1914, cxxviii, Nos. 1 and 2. 
By Surg., Gynec. & Obst. 
This is a contribution of 12 cases, 5 of which were 
fatal. Acute pancreatitis is not more common 
in the obese, and occurs with equal frequency in 
both sexes. Cholelithiasis is often of etiological 
importance. Hemorrhage, necrosis, inflammation, 
and often suppuration together constitute a complete 
clinical picture. The diagnosis is often very diffi- 
cult, because in most cases pathognomonic symp- 
toms are absent. Inflammatory resistance above 
the umbilicus is perhaps the only single symptom of 
real significance. Acute pancreatitis is generally 
a very severe affection; great differences in intensity 
and course are nevertheless evident. The treat- 
ment is surgical. It is absolutely necessary to 
free the pancreas, and, furthermore, to split its 
tense capsule in order that the swelling and tension 
of the gland may be relieved. Only in this way can 
the destroyed tissue be cast off, and the absorption 
of the poisonous secretion be prevented. Operation 
should be done as soon as possible. With the more 
radical procedure the results have remarkably 
improved. L. A. JUHNKE. 


Kiittner, H.: The Pancreas Complications Follow- 
ing Resections of the Stomach According to 
the Second Billroth Method (Die Pankreas- 
komplikationen der Magenresektion nach der 
zweiten Billroth’schen Methode). Beitr. z. klin. 
Chir., 1914, xciii, 692. By Surg., Gynec. & Obst. 


The author believes that in resection of the 


stomach according to the second Billroth method the 


duodenal stump should not be covered with pancreas 
to insure its impermeability. Mayo has recently 
advocated the procedure, as have also Willy Meyer 
and Faykiss. The author himself has employed 
the procedure for the past four years, but is again 
returning to his former method. 

In his clinic during the past six years 170 stomach 
cases have been operated upon according to this 
method with a total mortality of 25 per cent. 
Among these 170 stomach resections there were 
94 in which the pancreas was not employed and 
only 18 per cent died; whereas of the 76 cases in 
which the pancreas was employed, 36 per cent 
died. But if these cases are analyzed it will be 
seen that of the 27 of the latter who died there were 
5 cases of fat necrosis, 6 cases of diffuse peritonitis 
of uncertain origin, 1 case of diffuse peritonitis 
with suppurative deposits around the head of the 
pancreas, and 2 sudden deaths not accounted for 
by the smoothly performed resection and without 
any pathological findings at autopsy. While all 
these deaths are not attributable to the method, yet 
certain ones undoubtedly are, such as the acute fat 
necrosis cases and the peritonitis cases with sero- 
hemorrhagic exudate within the peritoneal cavity. 
Furthermore, the entire absence of death due to 
causes in the other group confirms this view. 

From his experience the author concludes that 
unless absolutely necessary the pancreas should 
not be perforated nor employed to cover the duode- 
nal stumps in cases of gastric resections. If, how- 
ever, the pancreas is involved in a carcinoma or the 
pancreas is necessary to cover the defect or stumps, 
no hesitancy should be shown in using it, as many 
recoveries result notwithstanding. L. A. JUHNKE. 


Nobel, E., and Steinbach, R.: Splenomegaly in 
Childhood (Zur Klinik der Splenomegalie im 
Kindesalter). Ziéschr. f. Kinderh., 1914, xii, 76. 

By Surg., Gynec. & Obst. 

Splenomegaly is indicated not only in Banti’s 

disease, but in Hanot’s cirrhosis of the liver and in 
hemolytic icterus. Nobel and Steinbach describe 
a case of successful splenectomy for cirrhosis of 
the liver in a child of 8. The icterus disappeared 
eight days after the operation and the enlarged liver 
decreased markedly in size. The patient re- 
turned home so that the case was not followed any 
further. Eppinger has recently collected the cases 
in which splenectomy has been performed for hyper- 
trophic cirrhosis of the liver, and they show that 
the operation is justified. A histological picture 
of the spleen in these cases is given, showing a 
marked increase in connective tissue. The changes 
are similar to those in Banti’s disease, which shows 
many points of similarity to cirrhosis of the liver; 
the similar results of splenectomy also indicate a 
relationship. But of course the two conditions are 
not identical, there being many points of difference 
in their symptomatology and course, but it seems 
certain that the spleen plays a part in the pathogene- 
sis of both. 
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They further describe two cases in which splenec- 
tomy was performed for hemolytic icterus. This 
disease may be acquired in very early youth. Banti 
performed splenectomy in hemolytic icterus with 
success; since then it has been successfully performed 
by numerous surgeons. It is most successful in the 
familial form, but Micheli has reported good results 
in acquired haemolytic icterus. The two cases 
reported by the authors were the acquired form. 
The icterus disappeared soon after the operation 
and did not return. Anemia was no longer per- 
ceptible, and the results of splenectomy have caused 
many authors to believe that the spleen plays the 
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chief part in the pathogenesis of hemolytic icterus. 
Others have pointed out that the early improvement 
does not persist, so that there must be a primary 
change in the red cells or defective function of the 
bone-marrow; but Eppinger holds that a super- 
numerary spleen of lymph-glands may enlarge 
and assume the pathological function of the spleen. 

Sometimes adhesions form after the operation 
that result in serious consequences for the patient. 
In the second case described they finally caused 
death. This must be taken into consideration in 
deciding the indications for the operation. 

A. Goss. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Barrie, G.: Cancellous Bone Lesions. Aznn. Surg., 
Phila., rors, lxi, 129. By Surg., Gynec. & Obst. 

In a well illustrated article the author reports 20 
cases of cancellous bone involvement which he 
classifies in three groups: 

1. Metaplastic osteomalacia — systemic lesions. 

2. Hemorrhagic osteomyelitis — local lesions. 

3. Osteochondrofibroma — congenital tumor. 

The case reports are preceded by extensive refer- 
ences to the literature. 

The first group includes three cases, two in 
children. The blood was negative to all tests. 
Both children gave histories of frequent falls, in 
one case resulting in fracture of the femur for which 
osteotomy was done. No involvement of the bones 
above the pelvis was noted. 

The second group comprises localized inflamma- 
tory processes of the long bones resulting in areas 
of either solid granulation tissue or of fibrocystic 
or wholly cystic formation, depending on the stage 
of reaction present. The etiology is probably trau- 
ma causing localized destruction of bone trabecule 
with dilatation and varicosity of the vessels resulting 
in nutritional disturbances and further destruc- 
tion from pressure necrosis. Inability to reconstruct 
the cancellous bone results in localized hamor- 
rhagic osteomyelitis in which metaplastic processes 
are practically absent, the area retaining the charac- 
teristics of primary granulation tissue. The author 
refers to his other reports of these cases, in which he 
has shown that the stimulant reaction is sufficient 
to prevent further bone destruction, to absorb all 
débris, and to form a more or less dense bony wall 
about the cavity which then persists. In 16 cases 
which the author has seen, nearly all the long 
bones have been involved, and one case was seen 
in the ilium. Ten cases have been operated upon, 
one having undergone amputation. ‘The others all 


have healed per primum, and there have been no 


recurrences. Wassermann and tuberculin tests 
were negative, and the X-ray showed the lesions 
varying in size from a coffee bean to a large goose 


gg. 

The third group represents a true tumor possessing 
the potentialities for sarcomatous degeneration. 
Only one case was observed, occurring in a boy of 
twelve, the degeneration being located in the upper 
end of the femur. The growth showed osteochon- 
dromatous structure without evidence of malig- 
nancy. C. E. WELLs. 


Curle, D.: Studies in the Etiology and Prevention 
of Rickets. Med. Council, 1915, xx, 46. 
By Surg., Gynec. & Obst. 
The author believes that rickets is the most im- 
portant underlying cause of infant mortality, and 
that it is usually caused by improper diet during 
the first three months of life. The so-called ‘in- 
fant foods” usually contain too high a percentage 
of carbohydrates and too low a percentage of fat. 
If rickets is to be averted in the future, a new ideal 
of what constitutes a properly developed child must 
be created in the minds of the parents and guardians. 
They must be taught that the large box head, 
protruding abdomen, overly fat extremities, and 
rapid increase in weight are signs not of health but 
of disease. . In the treatment of rickets, beyond an 
occasional dose of calomel, gray powder, or castor- 
oil to clear the bowels of decomposed food and assist 
in reducing hyperhydremia, drugs have been found 
quite unnecessary. De Forest P. WILLARD. 


Carman, R. D., and Fisher, A. O.: Multiple Con- 
genital Osteochondromata. Anz. Surg., Phila., 
1915, xi, 142. By Surg., Gynec. & Obst. 

A case is reported of a man 30 years old, who 
presented an abscess over the left clavicle and mul- 
tiple hard tumors all over the body. The history 
showed some of them had been present at birth, 
growth having been noticed up to 22 years, being 
most rapid from 16 to 22. The resulting deformity 
of the arms had necessitated his giving up hard 


manual labor. No fractures had occurred and there 
were no subjective symptoms. ‘Tumors were found 
all over the skeleton, chiefly at the epiphyses, the 
face and skull not being involved. Examination 
showed a thin outer shell of hard bone surrounding 
a spongy trabeculated area containing a cavity 
lined with a distinct fibrous membrane. ‘The 
authors conclude that the condition represents the 
result of an abnormal and misplaced growth of 
cartilage which has undergone cystic degeneration. 
C, E. WELLs. 


Becker, G.: Isolated Disease of the Semilunar 
Bone (Die isolierte Erkrankung des Mondbeines 
unter besondere Beriicksichtigung der Unfallbe- 
gutachtung). Beitr. z. klin. Chir., 1914, xciv, 172. 

By Surg., Gynec. & Obst. 

In an extensive article the author discusses a 
clinical picture, the origin of which quite often 
becomes the subject of dispute in regard to work- 
men’s compensation. It is a disease of the semilunar 
bone of the wrist. According to Kienbéch and 
several others who have studied the subject rather 
extensively, a severe trauma is not necessary, and 
the patient may forget entirely that he had any 
injury to the wrist whatsoever. The disease 
manifests itself with pain and swelling of the wrist, 
with limitation of motion and strength. X-ray 
examination will reveal rarefaction of the bone, 
less firm structure, crumbling away of edges, and 
may even lead to fracture of the bone into two or 
more parts. It has been heid that this condition 
was due to a primary fracture of the bone itself 
with later rarefaction and disintegration of certain 
parts. This condition, however, has been demon- 
strated repeatedly in cases in which no history of 
trauma could be elicited, or was clicited only after 
the suggestion had been made to the patient. 
It must be borne in mind that from a medicolegal 
point of view these latter cases are important, since 
if the disease is induced by some slight trauma 
obtained at work, the patient is entitled to liabil- 
ity -under the compensation act. If, however, 
no history of trauma at work is obtainable it is 
hardly fair to hold the employer liable for the 
disease. 

After extensive examination of more than 1,400 
wrist-joints Kienbéch believes that this disease 
can occur without trauma severe enough to compel 
the patient to quit work immediately. His ex- 
planation for it is that the patient receives a slight 
trauma sufficient to injure the ligament bearing the 
blood supply, and so depriving the bone of its proper 
nourishment, after which the disease develops. 
In this view the author concurs and reports a series 
of 20 cases in which points bearing on this conception 
of the disease are brought out. The origin of the 
disease can be attributed to injury at work only 
if a clear history and record of such injury are ob- 
tainable and recorded. An early X-ray picture 


after any injury is important and should be made 
L. A. JUHNKE. 


in each case. 
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FRACTURES AND DISLOCATIONS 


Oehlecker, F.: The Volar Luxation of the Os 
Lunatum—Perilunar Dorsal Luxation of the 
Hand—with Fracture of the Os Triquetrum 
(Uber die volare Luxation des Os Lunatum— 
periluniire Dorsalluxation der Hand—mit Abbruch 
vom Os triquetrum). Beitr. z. klin. Chir., 1914, 
xciv, 148. By Surg., Gynec. & Obst. 

The two most common injuries of the wrist are 
the fracture of the os naviculare (navicular bone) 
and the volar luxation of the os lunatum (semi- 
lunar bone). They are frequently associated with 
fracture of the styloid processes of the radius or 
ulna and with fracture of the epiphysis. This is 
not at all unusual, as all of the mentioned injuries 
are due to the same or very similar injuries—a 
fall upon the extended dorsally flexed hand. 

The isolated volar luxation of the semilunar is a 
typical wrist-joint injury second in frequency only 
to the transverse fracture of the navicular bone. 
Although the accident which may result in any of 
the above-mentioned injuries is a fall upon the 
extended hand, nevertheless the trauma which pro- 
duces an isolated luxation of the semilunar has its 
peculiarity. In the first place the trauma producing 
a luxation of the semilunar is much more severe 
than that producing the typical Colles’ or other 
radial fractures. Secondly, the dorsal flexion of the 
hand must be extreme, so that the radius at the 
moment of impact is almost vertical with the 
ground, whereas in a Colles’ fracture the arm 
strikes the ground at a more acute angle. Thirdly, 
the hand usually is held in abduction, i.e., ulnar 
flexion, in which position the semilunar has moved 
a litthe toward the radial side directly in front of 
the oncoming radius. 

In discussing volar luxation of the semilunar 
it is important to know exactly what is meant, as 
many cases have been described as such which in 
reality are dorsal luxations of the hand around the 
semilunar. 

The author takes the view of Kienbéck, that it 
would be advisable to call the volar luxation of the 
semilunar ‘‘perilunar dorsal luxation of the hand.” 
The complete volar luxation of the semilunar is 
but a further stage of the perilunar dorsal luxation of 
the hand. When at the time of injury the hand is 
luxated dorsally around the semilunar and the head 
of the os capitatum is hooked behind the semilunar, 
further force exerted will drive the semilunar 
toward the volar side, and the navicular bone and 
os triquetrum return to their normal articulation 
unless the injury to the ligament has been very great. 

With the luxation of the semilunar numerous 
ligaments are stretched and torn. The dorsal 
ligaments and the volar ligaments are usually torn, 
whereas the powerful ligament between the radius 
and the volar surface of the semilunar is usually 
retained. Around this ligament the semilunar 
turns toward the volar surface if a perilunar dorsal 
luxation of the hand is converted into volar luxa- 
tions of the semilunar. 


il 
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In regard to the diagnosis, it may be said that the 
patient usually holds the hand in slight flexion. 
This is to be expected, as it relaxes the flexor tendons 
over the protruding semilunar. During examina- 
tion the patient’s fingers are gradually extended, 
and as dorsal flexion is increased the patient will 
complain of pain directly over the semilunar bone. 
Most of the patients also complain of pains, pares- 
thesia, etc., along the distribution of the median 
nerve. Active motion in the wrist is interfered 
with considerably, especially the volar flexion. Of 
the dislocated bone itself little or nothing can be 
felt, as it is covered with the entire mass of flexor 
tendons. In older cases in which massage has been 
given freely the bone frequently becomes palpable. 
The diagnosis must naturally be confirmed by an 
X-ray picture taken in the radio-ulnar direction. 
In all pictures of true isolated volar luxation there 
has always been a small fracture of the os trique- 
trum. The small corner is usually broken off the 
volar, proximal, radial side of the bone. 

In regard to treatment, the author advises an 
early removal of the dislocated semilunar as the 
best treatment for this condition. It is much better 
to do this early than even after a successful re- 
fraction, running the risk of nutritional changes 
occurring in these bones, which later may lead to 
grave functional disturbances. L. A. JUHNKE. 


SURGERY OF THE BONES, JOINTS, ETC. 


Cohn, I., and Mann, G.: 
Lancet-Clin., 1915, cxiii, 240. 
By Surg., Gynec. & Obst. 


In order to refute the idea that a successful bone- 
graft needs an intact periosteum and bone-contact, 
Cohn and Mann describe the technique and results 
of some 15 experiments. These experiments in- 
clude the transplanting of bone denuded of perioste- 
um into muscle, into the medullary canal, and into 
newly-made bone defects covered and not covered 
with periosteum, the transplanting of periosteum de- 
nuded of bone around the carotid artery, and the 
observation of periosteum left im situ. 

It was found that the isolated bone-grafts did 
not act as foreign bodies, were not absorbed after 
60 days, and even showed a tendency to outgrowth; 
that the grafts placed in the medullary canal or in 
the bone defects showed proliferative and healing 
power; and that the periosteum left in situ did 
not show any bone proliferation, nor was its pres- 
ence at all essential to the healing of a fracture or of 
a defect. R. G. PACKARD. 


Bone Transplants. 


Meinshausen, W.: Changes Occurring in Bone 
Stumps Following Amputation (Uber Ver- 
anderungen an den Knochenstiimpfen nach Amputa- 
tionen). Beitr. z. klin. Chir., 1914, xciv, 106. 

By Surg., Gynec. & Obst. 

In an extensive monograph illustrated with 
numerous X-ray pictures the author discusses the 
dangers resulting in the bone stumps after ampu- 
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tations and gives a detailed description of speci- 
mens. 

The most important bone change is atrophy. 
It is characterized by superficial longitudinal 
grooves and by very fine pores extending principally 
from these grooves inward to the medullary cavity. 
It gives the surface a worm-eaten appearance. 
This external atrophy goes hand in hand with the 
inner atrophy, which consists of disintegration of 
the solid compact cortex into lamellated longitudinal 
tiny beams of bone and leads to a narrowing of the 
compact substance with resultant enlargement of 
the cavity. In the spongiosa a rarification occurs 
first, the number of beams being decreased by 
absorption. In later stages the structure of the 
beams also suffers, at first becoming irregular and 
later disappearing entirely. 

The atrophy affects not only the stump but also 
the proximal bones of that extremity and the bones 
associated in action with the one amputated. 
For instance, in amputation of the leg the femur will 
atrophy as well as the bones of the stump, in am- 
putations of the femur the corresponding side of 
the pelvis, and in amputations of the foot the 
bones of the leg. In young persons the growth 
of the entire extremity may be retarded. 

As evidence of the atrophy the decreased weight 
is the most important. ‘This is well illustrated in 
an appended table of different bones of stumps 
compared with the same sized bone of the opposite 
side. The difference is from one-third to one-half 
of the normal bone. 

Another change occurring is the formation of 
exostoses on the cut end. This is a constant 
phenomenon explainable by periosteal proliferation 
over the end. Change in the form of the bone also 
occurs. This is noticeable especially in the shaft 
of long bones, it gradually becoming thinner. In 
some stumps the bone becomes pointed, in others 
conical. 

Another interesting change occurring in some 
cases is the enlargement of the angle of the neck of 
the femur to the shaft. This is especially noticeable 
in older specimens. For its origin we must assume 
that the stump hung down free and, secondly, that 
it was short. L. A. JUHNKE. 


Hohmeier, F., and Magnus, G.: Implantation of 
Soft Parts in Joint Resection (Zur Frage der 
Weichteilimplantation bei Gelenkresektionen). 
Beitr. 3. klin. Chir., 1914, xciv, 547. 

By Surg., Gynec. & Obst. 

In 1894 Helferich first interposed a flap of muscle 
in an operation for mobilization of an ankylosed 
jaw. Since then various tissues or foreign bodies 
have been used to produce pseudarthroses. It has 
been difficult to tell from the case reports what part 
the implantation of soft parts played in the results. 

Hohmeier and Magnus therefore undertook a series 

of experiments on dogs to determine this question. 

They operated under all the aseptic precautions of 

a major human operation. Descriptions are given 
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of 7 cases in which soft parts were implanted and of 
9 in which there was no such implantation. Care- 
ful microscopical examination of specimens was 
made afterward, and the authors come to the con- 
clusion that the result is the same whether soft parts 
are implanted or not. 

There was no difference either in the clinical 
course or the anatomical picture that would justify 
this surgical procedure. The implanted flap ad- 
heres to the bone wound, the muscle is replaced by 
connective tissue, and the renewed function of the 
joint creates a new joint cavity. The flaps adherent 
to the two free edges separate and the movement of 
the joint keeps the cleft open. The connective 
tissue nearest the joint becomes differentiated into 
a tissue that has all the characteristics of endotheli- 
um. In the cases where simple resection was per- 
formed, the wound secretion was discharged into 
the old joint cavity, was infiltrated with round cells, 
and finally became organized into connective tissue. 
Here, too, the continuity of the young tissue was 
interrupted by the reéstablished joint function, and 
the inner layers next the joint surfaces were trans- 
formed into endothelium. Histologically the result 
is the same: the formation of fibrous joint surfaces 
in one case by connective transformation of the 
muscle, in the other by organization of the exudate 
and the formation of a secondary joint cavity by 
function, with transformation of the internal cell 
layers into a covering resembling endothelium. 

A. Goss. 


ORTHOPEDICS IN GENERAL 
Billington, R. W.: Static Foot Disorders. 


St. M. Ass., 1915, Vii, 422. 
By Surg., Gynec. & Obst. 


J. Tenn. 


The author discusses the diagnosis and manage- 
ment of the various degrees of static foot disorders. 

The author prefers the term ‘‘foot strain” as 
covering all these disorders, weak-foot and _ flat- 
foot denoting different degrees of severity. He 
considers four varieties as follows: 

1. Improper use of the normal foot, caused by 
walking with the toes turned too far out, the correc- 
tion of which, together with the use of properly 
made shoes, and certain simple foot exercises, is 
sufficient to give relief. 

2. In this variety the ligaments and muscles are 
weak and relaxed, the weight of the body forces the 
feet into the attitude of deformity, the inner ankle 
and scaphoid region being unduly prominent. 
These feet are flexible at the mediotarsal joint, and 
the patient can bring the foot into its normal posi- 
tion. There may be only slight or considerable 
disability. Treatment consists in teaching proper 
attitudes in standing and walking, exercises to 
develop the adductors and invertors of the foot, with 
a lift on the inner half of the sole to throw the 
weight to the outer border of the foot. In some 
cases an arch support or adhesive plaster stirrup 
dressing is necessary. 


3. This is an exaggerated type of the second 
class. Voluntary movement in any direction of the 
foot is limited and painful, due to muscular spasm 
and sensitiveness of the tarsal ligaments and 
articular surfaces, pain and disability are marked, 
the gait is stiff, and the circulation is poor. These 
feet need rest for several weeks. Following this any 
support applied must be so constructed as to put 
the weight-bearing line correct, and then massage 
and active and passive exercises to strengthen the 
weak tissues will give satisfactory results. 

4. Here there are organic changes in the bones 
and joints, the astragalus has slipped downward 
and inward, the os calcis is everted, and all the bones 
are fixed by the accommodative changes in the 
bones, joints, and ligaments. The foot is pronated, 
rigid, and the long arch is depressed. In _ this 
variety, forcible manipulation under anesthesia 
to break up adhesions and to mold the foot into an 
exaggerated correct position is first necessary, 
followed by rest for several weeks. Then proper 
arch support with muscle training and strengthen- 
ing exercises are to be followed out for some time, 
the arch support being discarded as soon as prac- 
ticable. 

Anterior metatarsalgia or Morton’s disease, due 
to weakness of the transverse or anterior arch, is 
also discussed. Painful heel, an interesting com- 
plication of foot strain, due also to gonorrhoeal 
and other infectious agents, is likewise mentioned. 

H. W. Witcox. 


Syring: Relation Between Flat-Foot and Tuber- 


culosis (Beziehungen zwischen Plattfuss und 
Fusstuberkulose). Deutsche med. Wschnehr., 1914, 
xi, 1493. By Surg., Gynec. & Obst. 


Syring calls attention to the fact that the symp- 
toms of flat-foot, especially when unilateral and when 
they have developed after trauma, should arouse a 
suspicion that the flat-foot is not idiopathic but is 
symptomatic of a beginning tuberculosis of the foot. 
In tuberculosis of the tarsus the subjective and ob- 
jective symptoms of flat-foot are very frequently 
found in the early stages; this is particularly true in 
tuberculosis of the articulation between the astraga- 
lus and scaphoid. It is only in children that begin- 
ning tuberculosis of the foot manifests itself as 
talipes equinus; in adults, and more especially in 
young adults, it appears rather as a planus or valgus 
position of the foot, which only develops into talipes 
equinus in a late stage. 

That there is great danger of confusing flat-foot 
as an independent disease and flat-foot as merely a 
symptom of early tuberculosis of the foot is shown by 
Garré’s statistics on flat-foot; in 1o per cent of the 
cases of tuberculosis of the foot the diagnosis of 
flat-foot was made in the beginning of the disease. 
To make a differential diagnosis the foot should be 
given rest in an elevated position for two or three 
weeks. If it is real flat-foot, the swelling and pain 


will disappear within that time; persistence of these 
Moreover, fre- 


symptoms indicates tuberculosis. 
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quent réntgen pictures should be taken in all possi- 
ble positions of the foot. If it is tuberculosis, a 
tuberculous focus will probably be found, or at 
least the bone will show atrophy. If tuberculosis is 
demonstrated, it should be treated by partial resec- 
tion of the articulation between the astragalus and 
scaphoid. A. Goss. 


Katzenstein, M.: Tanning the Ligaments in the 
Treatment of Flat-Foot and Other Deformi- 
ties (Die Gerbung der Binder zur Heilung des 
Plattfusses und anderer Knochendeformititen). 
Deutsche med. Wehnschr., 1914, xl, 1520. 

By Surg., Gynec. & Obst. 

The author describes several cases of luxation of 
joints which he demonstrated to be due to abnormal 
flaccidity and loss of elasticity of the joint ligaments. 


INTERNATIONAL ABSTRACT OF SURGERY 


In one case he replaced the flaccid tibioscaphoid liga- 
ment by a flap of periosteum with complete success. 
He tried such a plastic operation on the ligaments in 
flat-foot, but decided that it was not indicated in 
these cases, for the tibioscaphoid ligament was not 
torn as in the traumatic case on which he operated, 
but only flaccid and overstretched, so he tried to 
devise a means of bringing the ligaments back to 
their normal condition. He does this by injecting 
o.5 to r ccm. of 4 per cent formalin into the ligament 
under local anesthesia. He corrects the position 
and puts the foot in a plaster cast for three or four 
weeks, and on taking it off finds that the ligaments 
have grown much firmer. He has used the method 
with excellent results in a number of cases and gives 
a photograph of a child of five with a normal foot 
corrected in this way. A. Goss. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Sharpe, N.: Spina Bifida. 


Ixi, 151. 


Ann. Surg., Phila., 1915, 
By Surg., Gynec. & Obst. 

The author declares his adherence to the pressure 
theory as the cause of spina bifida and gives clinical 
and experimental evidence in support of it. The 
choroid plexuses which secrete the cerebrospinal 
fluid begin their function in the second month of 
foctal life. The closure of the neural canal takes 
place at the third month, the lumbar region being 
the latest to close; therefore increased pressure, 
caused by excessive secretion of fluid at this time, 
will seek outlet at the point not yet closed —the 
lumbar region. Statistics show that 86 per cent of 
cases are in this region. 

Most embryologists accept the theory that 
failure of the mesoderm to close over the neural 
canal is the cause of the deformity. Other theories 
of less importance are those of amniotic adhesions, 
tumor formation in the central canal, and exagger- 
ated curvature of the foctal spine interfering with 
development. 

The author was able to produce artificial spina 
bifida in dogs and rabbits by creating excessive 
pressure, either by compressing the brain through 
cranial openings or by intradural injections after 
laminectomies in the lumbar region. He states 
that this does not prove the pressure theory but it 
shows that the condition may result from pressure. 
The commonest type, occurring in 70 to 8o per cent 
of all cases, is myelomeningocele in which the cord 
is almost fully formed but adherent to the skin, the 
dura extends only to the bony defect, the summit 
of the sac being a fusion of epithelium with the 
arachnoid and pia. Other forms are rachischisis 
in which the cord is unformed with the central 
canal open, sometimes accompanied by anacephalus; 
meuingocele; syringomyelocele; anterior spina bifida, 
in which the sac may be in the abdomen or pelvis, 
usually in females; and spina bifida occulta. 

Open operation is generally recognized now as the 


best form of treatment. Contra-indications to 
operation are a bony defect too large to be repaired 
and absolute paraplegia. Over 90 per cent of the 
cases die in the first year if untreated, but many 
apparently hopeless cases have recovered after 
operation. 

Six operated cases are reported: 2 meningocele 
with hydrocephalus; 2 myelomeningoceles with 
hydrocephalus; 1 myelomeningocele with almost 
complete paraplegia resulting in death; and 1 spina 
bifida occulta with paralysis. There were 2 
deaths. The other cases were improved or cured 
by the operation. W. A. CLARK. 


Taylor, J.D.: Bifida, Cranial and Spinal. J.-Lancet, 
IQI5, XxxVv, 8g. By Surg., Gynec. & Obst. 

In a general practice of 20 years the author en- 
countered 4 cases of bifid cranium and _ spine. 
Hernias of the cranium are classified as: meningocele, 
encephalocele, hydrencephalocele, according to the 
eontents of the sac. Those in the spine are classi- 
fied as: spinal meningocele, myelomeningocele, and 
myelocystocele. 

Surgery of all of the above conditions has proved 
unsatisfactory except in meningocele, and in this the 
death-rate at the lowest is 30 to 4o per cent. 
Complicated operations with osteoplastic flaps 
have been devised, but Taylor used only simple 
methods. 

Two cases reported were meningoceles of the 
occipital region, one the size of an egg, the other the 
size of the child’s head. In both an incision was 
made through the scalp at the base of the tumor, 
which was then ligated and removed. The line of 
incision was whipstitched with catgut and dropped 
into the opening, the scalp being sewed together 
over it. Both children were normal mentally and 
otherwise at four and six years respectively. Only 
a very small place could be felt at the point of bony 
deficiency. 
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One case of meningocele in the lumbar region was 
treated as above, and at the end of two years only a 
slight opening could be discovered, with no protru- 
sion. There was no paralysis. 

Case four, an apparently perfect child, at 20 
months of age, developed a tumor two inches from 
the spine, just above the left buttock. Physicians 
diagnosed it asa lipoma. On operation for removal, 
the true nature of the trouble was discovered when 
clear spinal fluid escaped. The sac was enucleated 
to its neck, ligated with plain No. 3 catgut, and re- 
moved. The stump was whipstitched with the 
same material and the muscle sutured over it. 
Leakage occurred on the third day, the catgut 
being almost completely absorbed. No. 2 chromic 
gut was used to close the sac and muscle the second 
time. Leakage being again noticed in a few days, 
an American steel spring truss with circular back 
pad was placed over it for a week; when removed the 
wound was completely closed. This case is too 
recent to pass judgment upon. C. A. STONE. 


Ryerson, E. W.: Recurrent Spondylolisthesis with 
Paralysis; Bone-Splint Transplantation. J. Am. 
M. Ass., 1915, lxiv, 24. By Surg., Gynec. & Obst. 


The author reports an interesting case of recurrent 
spondylolisthesis associated with a spastic paraplegia 
of the fifth lumbar vertebra, which was treated by 
a bone-graft after the method of Albee. 

The patient, a female aged 15, previously healthy, 
fainted after an unusual strain and complained of 
pain in the lower spine. A week later pain extended 
down the back of the thighs and she was unable to 
walk. The knee-jerks were increased, a slight 
ankle-clonus developed, and the condition was con- 
sidered one of spastic paraplegia. Double Buck’s 
extension relieved the paralysis and after observa- 
tion she was allowed to return home, and was cau- 
tioned against lifting and overexertion. 

In a few days she stumbled and the paralysis 
recurred; extension again brought relief, and a 
plaster of Paris jacket was applied. An attack of 
ptomaine poisoning necessitated the removal of 
the jacket by the family physician in a few days and 
attacks of paralysis recurred about every ten days 
until she was finally confined to bed. 

The author examined the case ten months after 
she had passed from his care and found that the 
fifth lumbar spinous process slipped forward in 
backward bending, causing pain in the back and 
tingling to the toes. Relief was experienced on 
forward bending, in which position she preferred to 
lie and sleep. 

An Albee transplant was performed extending 
from the third lumbar to the third sacral. Number 
12 braided silk sutures were used and the graft was 
covered by a layer of lumbosacral fascia and the 
patient put in an ordinary bed. Contrary to orders, 
she sat up the third week and examination three 
months later showed that the upper end of the 
graft was loose. At this time there was no evidence 
of paralysis, and the lumbosacral joint was firmly 
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fixed. The upper end of the graft was anchored, 
a plaster jacket applied, and the patient was ap- 
parently completely relieved. Meyverpine. 


Breton, P. le: Congenital Lateral Curvature of the 
Spine. Pediatrics, 1915, xxvii, 73. 
By Surg., Gynec. & Obst. 
It has been proven that lateral curvature of the 
spine may be caused by congenital defects of the 
bony framework. The most common abnormality 
is an alteration of the articular processes, especially 
in the lower lumbar vertebrae. The defect may 
involve only one process or may affect processes 
and bodies of a number of vertebra. In the history 
of such cases curvature is usually noted early— 
before the fifth year. It progresses steadily, be- 
coming more marked about the fifteenth year. In 
the cases with lumbar defect and upper compensa- 
tory curvature, the prognosis is usually good. In 
cases of dorsal defect, in which the curve is apt to be 
sharp with rigid rotation, corrective treatment is 
usually ineffective. De Forest P. WiLLarp. 


Bingham, A. H.: The Surgical Treatment of Pott’s 
Disease. N. Am. J. Homeop., 1915, xxx, 64. 
By Surg., Gynec. & Obst. 

Bingham briefly discusses the treatment of Pott’s 
disease. For many years horizontal fixation was used 
until pain was relieved. This was accomplished 
with casts and apparatus, after which a suitable 
jacket, cast, or other device was worn for years to 
prevent motion, which was a thing impossible to 
attain. 

He mentions Hader’s method in which the spinous 
processes are fixed by wiring; Lange’s, in which 
steel plates are subcutaneously placed on each side 
of the vertebral column; Hibb’s, in which the spinous 
processes are split, stripping the supraspinous 
ligament and periosteum from each side of the pro- 
cess, the spines being broken down on each other, 
forming a bridge of bone ultimately. 

The latest and best method of treatment is that 
of Albee, in which absolute fixation is attained with 
a rapid cure of the condition. 

The operation is begun by making a curved incision 
on one side of the kyphos; the cartilaginous tips, 
supraspinous and intraspinous ligaments, are split 
to three-fourths of an inch, then with a mallet and 
chisel the spinous processes are split the same dis- 
tance, each half being broken outward, leaving a 
wedged-shaped cavity. 

A hot compress is placed over the kyphos while 
a similarly shaped piece of bone is removed from 
the tibia, this graft having marrow, bone, and peri- 
osteum. 

The periosteum is incised in several places to 
allow the exit of osteogenic cells. The graft is placed 


in the wedge-shaped cavity and held in place by 
kangaroo tendon-sutures which pass through the 
ligaments and over the back of the splint. 

The sutures should produce considerable tension, 
In a very 


which helps to straighten the deformity. 


il 
. 
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short time following the operation all pains and 
symptoms disappear. The patient lies in the 
recumbent position on a fracture bed for a period of 
5 to 12 weeks, after which he can walk without a 
support. J. H. SHaw. 


Rodman, J. S.: Surgery of the Spinal Cord. Penn. 
M.J., 1915, xviii, 349. By Surg., Gynec. & Obst. 
The author makes a plea for more interest in 
surgery of the spinal cord. He cites a number of 


INTERNATIONAL ABSTRACT OF SURGERY 


pathological conditions that justify intervention. 
He recommends a simple laminectomy, done swiftly 
and with a miminum handling of the cord. 

He reports two cases of tumor of the cord and 
describes the technique of their removal. Oper- 
ating in two stages is advised for intradural tumors. 
He discusses rhizotomy for relief of pain and 
spasticity, and reports four cases in which rhizotomy 
was done for relief of pain and three cases in which 
ii was done for spasticity. James O. WALLACE. 


SURGERY OF THE NERVOUS SYSTEM 


Erlacher, P.: Experimental Study of Plastic Opera- 
tion and Transplantation of Nerve and Muscle 
(Experimentelle Untersuchungen iiber Plastik und 
Transplantation von Nerv und Muskel). Arch. f. 
klin. Chir., 1915, cvi, 389. 

By Surg., Gynec. & Obst. 


In Erlacher’s first series of experiments he split 
the biceps brachii longitudinally and separated it 
from the underlying tissues. The motor nerve was 
cut as far toward the periphery as possible, and 
both nerve and muscle were left in position. He 
found that the nerve regenerated rapidly, with an 
extraordinary overproduction of fibers. At the 
end of 16 days there was often complete restoration 
of the motor end-plates. A flap of muscle separated 
from its surrounding tissues may be sufficiently 
provided with nervous elements from the intact 
nerves of the surrounding muscle, so that it quickly 
undergoes degenerative changes, but later, under 
the influence of the regenerated nerve-fibers, there 
is progressive regeneration, so that at the end of 
six weeks it is restored anatomically and functionally. 
All nerves in the separated part of the muscle 
degenerate in a short time and are absorbed. 

In a second series of experiments the musculocu- 
taneous was cut just before its entrance into the 
biceps brachii, and resected as high up as possible. 
Then flaps with pedicles from the pectoralis major 
and deltoid were sutured into a cleft in the biceps. 
The object was to find out whether the function 
of the muscle whose nerve had been cut could be 
restored in this way. At the end of 60 days the 
muscle had regained its normal red color and there 


was advanced regeneration, though the muscle 
still appeared a little weaker than normal. The 
regeneration was not due to restoration of the cut 
musculocutaneous, because the biceps of the other 
side, where no muscle-flaps had been transplanted, 
showed no regeneration. ‘Therefore it is shown that 
it is possible to neurotize a paralyzed muscle by 
bringing it into contact with a normal muscle. 

The author describes a case of paralysis of the 
tibialis anticus after poliomyelitis in which he used 
this method successfully. He thinks the procedure 
will not replace tendon-transplantation, but will 
give good results in cases where satisfactory tendon- 
transplantation is impossible. 

In another series of experiments, flaps were cut 
from the biceps brachii on each side, transplanted 
to the opposite side and sutured. In all the cases 
the transplant took without any reaction. There 
was first degeneration of muscle tissue, but this was 
followed by regeneration as the transplanted muscle 
became provided with nerves. After 99 days elec- 
trical tests showed that the transplanted muscle 
reacted normally to stimulation. This length 
of time is required, because first the nerves must 
regenerate and then the muscle. 

A final series of experiments was carried out in the 
free transplantation of nerves. It was shown that 
free transplantation of nerves cannot be successfully 
performed, although restoration of the peripheral 
part of the nerve takes place after section. Preser- 
vation of the nerve sheaths is not absolutely neces- 
sary to the penetration of muscle-fibers by motor 
nerves. A. Goss. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Schoene, G.: Deep Growth of Epithelium After 
a Thiersch Transplantation (Uber Tiefenwach- 
stum des Epithels nach Thiersch verpflanzter 
Epidermislappchen). Beitr. z. klin. Chir., 1915, 
ECV; 477. By Surg., Gynec. & Obst. 


Davis recently reported a case of excessive thick- 
ening of a Thiersch graft caused by scarlet red. 


That the thickening was not due to the scarlet 
red is shown by the fact that it occurred in a second 
case after simple dry dressing was used. Such 
cases probably occur frequently. References are 
given to three articles in addition to Davis’. 

The deep growth of the epithelium has always 
been noted in cases in which the transplant was 


applied immediately over the granulation. The 
granulating surface is irregular and the spaces 
between the projections fill up with plasma, into 
which the epithelium proliferates. This process 
has no great practical significance, except that it 
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may sometimes be desirable to produce thickening 
of the Thiersch grafts. 

Examination of the first case after one and one- 
half years showed no malignant change such as 


Davis thought might occur. A. Goss. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Wolfsohn, G.: Tetanus (Zur Tetanusfrage). 
klin. Wehnschr., 1914, xlix, 1883. 
By Surg., Gynec. & Obst. 
Of 29 cases of tetanus treated in a military hos- 
pital 27 died. The two cases that recovered had a 
long incubation period and did not receive serum. 
In 26 cases the serum was used according to all 
methods recommended — subcutaneous, intramus- 
cular, intralumbar, intravenous, perineural — all 
with the same lack of success. Magnesium sul- 
phate in a 20 per cent solution given 5 times daily 
in 2 gr. doses did not produce any definite results. 
Symptomatically and perhaps therapeutically as 
well, chloral hydrate in 10 gr. doses deserves first 
mention. Even though the author does not be- 
lieve in the therapeutic value of the serum his ex- 
perience convinces him of its prophylactic value. 
L. A. JUHNKE. 


Berl. 


Krenter: Report on Thirty-One Cases of Tetanus 
Following Wounds Received in Battle and 
Treated by the Combined Intraspinal and 
Intravenous Methods of Giving Antitoxin 
(Bericht iiber 31 ‘etanusfille nach Kriegsver- 
letzungen, einheitlich intraspinal und intravendés 
mit Serum behandelt). Miainchen. med. Wehnschr., 
1914, xlvi, 2255. By Surg., Gynec. & Obst. 

Mild cases with long incubation periods received 
intravenous injections only. Severe ones with a 
short incubation received in addition intralumbar 
injections, the intravenous dose being repeated 
every 2 hours up to 600 AE. daily. No harmful 
serum reactions were noted. Intralumbar injec- 
tions were done under chloroform anesthesia, 
usually but once a day, and in some cases repeated 
on 6 successive days. In some cases 1,000 to 2,400 
AE. were used. 

An almost immediate action of the serum on the 
intensity and frequency of the convulsions was noted 
in a large number of cases. Of 14 patients with an 
incubation period up to 10 days, 5 were saved; of 
17 with an incubation period over to days, 15 were 
saved. This means a mortality in the first in- 
stance of 64 per cent and in the second of 12 per 
cent, or a general mortality of 35.5 per cent. The 
statistics of Termin for corresponding incubation 
periods are as follows: without serum g5 per cent 
mortality, with serum 73 per cent; for the second 
class without serum 70 per cent, with serum 4o per 
cent —a general mortality of 79 per cent without 


serum and 58 per cent with serum. The results 
under the treatment practiced by the author are 
therefore much better than those formerly ob- 
tained. Two of the fatal cases had amputations 
before tetanus developed — another proof that 
amputation is of no avail. L. A. JUHNKE. 


Krenter: Several Important Practical Aspects of 
Tetanus (Uber einige praktisch wichtige Gesicht- 
spunkte in der Tetanusfrage). \Wiinchen. med. 
Wehnschr., 1914, xl, 2045. 

By Surg., Gynec. & Obst. 

The author recommends the prophylactic use 
of large doses of serum in all cases of suspicious 
wounds, doses of too AE. rather than the former 
small one of 20 AE. Asinitial symptoms other than 
trismus one should look for dysphagia and local 
tetanus in the injured extremities. In the treat- 
ment, amputation for the removal of the local in- 
fection is useless. Local application of antitoxin 
is also of little avail. The best preventive measure 
is intravenous serum injection to counteract toxins 
circulating in the blood stream, supplementing this 
by intralumbar injections to intercept the conduc- 
tion of poisons to the central nervous system, which 
takes place along the nerves. In this way the fur- 
ther distribution of toxins is interrupted, but the 
existing tetanic condition is not necessarily influ- 
enced. To effect this, symptomatic treatment is 
indicated—morphine every 2 to 3 hours, and at night 

5 gr. chloral hydrate per rectum. Magnesium 

sulphate injections are not strongly recommended on 

account of the occasional respiratory disturbances 
attributed to them. The carbolic-acid method of 

Baccelli does not merit discussion. L. A. JuHNKE. 


(Die 
Therap. Monatsh., 1914, 
By Surg., Gynec. & Obst. 


Dreyfus, L.: The Treatment of Tetanus 
Behandlung des Tetanus). 
No, 1. 


This is a comparison of the different methods of 
treatment with a recommendation for the flooding 
of the system with large doses of antitoxin, 300 AF. 
per day. Local treatment of the wound deserves 
special attention. If narcotics are used, they should 
be given very freely. Magnesium sulphate is 
best given subcutaneously and the total amount 
must be carefully regulated, so as not to disturb 
the circulation. The  carbolic-acid method of 
Baccelli merits further investigation. When anti 


toxin seems to fail one should first try narcotics 
and carbolic injections and follow if necessary with 
L. A. JUHNKE, 


magnesium-sulphate treatment. 
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Alexander, K.: The Treatment of Tetanus (Zur 
Behandelung des Tetanus). Muainchen. med. 
Wehischr., 1914, xlvi, 2260. 

By Surg., Gynec. & Obst. 

The following method of treatment is recommend- 
ed: The first day, too AE. serum intravenously 
and in the evening 10 gr. chloral hydrate in 250 ccm. 
of water per rectum. Second day, 1oo AE. intra- 
lumbar, in the evening 10 ccm. chloral hydrate. 

Third day, 100 AE. subcutaneously, in the evening 

1o ccm. chloral hydrate, repeating this treatment 

until the convulsions cease even if the trismus does 

remain. These large doses of chloral hydrate never 
produced bad results, and although they did not 
control the tonic rigidity, the convulsive seizures, 
the pain, the high blood-pressure, and the increase 
in the pulse-rate promptly subsided. ‘Two cases 
that had received only 5 gr. chloral hydrate died. 

Eight cases treated as outlined recovered. The 

incubation period varied from 10 to ro days. 

L. A. JUHNKE. 


Angerer, A.: Treatment of Traumatic Tetanus 
(Zur Behandlung des Wundstarrkrampfes). Miin- 
chen. med. Wehnschr., 1914, xlv, 2220. 

By Surg., Gynec. & Obst. 

Kocher’s magnesium sulphate treatment was 
unsuccessiul; hence the following procedure is 
advised: Subcutaneous, intralumbar, or intravenous 
injection of 100 AE., followed every 12 to 24 hours 
by similar doses intravenously. Symptomatic 
treatment consists of large doses of chloral hydrate, 

5 gr. twice daily per rectum. By this method cures 

were effected in cases with an incubation period of 

7 to g days. L. A. JUHNKE. 


Eunike, W. K.: Treatment of Tetanus with 
Magnesium Sulphate (Zur Tetanusbehandlung 
mit Magnesiumsulfat). med. Wchuschr., 
1914, xlv, 2225. By Surg., Gynec. & Obst. 

Treatment was carried out according to Kocher, 
consisting in intralumbar injection of 10 ccm. of 

a 10 per cent solution supplementing serum therapy. 

In 5 severe cases there was no appreciable effect, 

twice there was a definite reaction, and twice in 

cases of lesser severity the results were surprisingly 
good. L. A. JUHNKE. 

Hochhaus: Experiences in the Treatment of 
Tetanus (Erfahrungen iiber die Behandlungen des 
Tetanus). Miinchen. med. Wcehuschr., 1914, xlvi, 
2253. By Surg., Gynec. & Obst. 

Removal of the point of infection by amputation 
is useless. Of 5 cases thus treated even before 
the disease developed, 4 died. From observations 


on 60 cases the author advises the following proce- 
dures: Prophylactic treatment of the wound and 
1 to 2 subcutaneous injections of 20 AE. serum; if 
tetanus has developed the intralumbar injection of 
too AE. repeated the following day and similar 
doses subcutaneously on several subsequent days. 
The symptomatic treatment consists of morphine 
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and subcutaneous injections of magnesium sulphate 
(100 ccm. of a 25 per cent solution in 24 hours or 
even 60 to 100 ccm. of a 4o per cent solution). The 
carbolic-acid method of Baccelli is advised only for 
the milder cases. Care in a quiet private room with 
freedom from external stimuli and with proper 
nourishment is of great importance. L.A. JUHNKE. 


Kuhn: Treatment of Tetanus with Luminal 
(Uber die Behandlung des Tetanus mit Luminal). 
Miinchen. med. Wchnschr., 1914, xlvi, 2260. 

By Surg., Gynec. & Obst. 

This well-known remedy, so eminently successful 
in the control of convulsions of epilepsy, the author 
has found of great value in the treatment of tetanus. 

The initial dose is .3 gr., followed every 4 to 5 hours 

by .1 gr. with an evening dose of .3 gr., making a 

daily total of about 1 gr. There were no signs of 

cardiac disturbances, this constituting an advantage 
of luminal over chloral hydrate. Luminal-sodium 
may be given subcutaneously. L. A. JUHNKE. 


Behring, E. von: Indications for Serum Therapy 
in the Control of Tetanus (Indikationen fiir die 
serumtherapeutische Tetanusbekimpfung). Deutsche 
med. Wchuschr., 1914, xli, 1833. 

By Surg., Gynec. & Obst. 


In this study the following conclusions on the 
experimental investigations of serum therapy in 
tetanus and on the limits of its usefulness are of 
particular importance. 

1. The tetanic symptoms are the expression of 
toxin absorption by the cells of the motor ganglia 
in the spinal cord. 

2. The toxins are conveyed to the spinal cord 
only along the neurolemma, absorption beginning 
principally through the end apparatus of the motor 
nerves lying within the local area of infection, and, 
to a lesser degree, through motor nerves that absorb 
toxins from the lymph and blood stream. 

3. The central nervous system and the peripheral 
nerves do not absorb antitoxins from the blood. 

From this it is clear that the antitoxin can reach 
and neutralize only that portion of the toxins which 
has remained unabsorbed at the areas of injection 
or toxin production and that other portion already 
circulating in the blood stream but not yet ab- 
sorbed by the nerve-ends. This explains why the 
subcutaneous and intravenous injections of anti- 
toxin act so well as a preventive, but have very little 
curative value. A cure can be effected only if the 
injection of antitoxin precedes the absorption of a 
fatal dose of toxin. Consequently the time interval 
between toxin and antitoxin injection determines 
the success. An intravenous dose of antitoxin, 
which when injected simultaneously with many 
lethal doses of toxin will effectively protect the 
experimental animal, fails to produce this effect 
if injected only a few minutes after the toxin. If an 
hour has elapsed, 40 times this amount of antitoxin 
is necessary, and after 5 hours 600 times the dose 
alone will save the animal. 
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For the treatment of tetanus von Behring advises 
surgical care of the wound with local injections of 
antitoxin followed by general serum therapy, accord- 
ing to the directions accompanying von Behring’s 
antitoxin. The prophylactic serum injection in 
all cases of suspicious wounds is by far the superior 
method of treatment. L. A. JUHNKE. 


SERA, VACCINES, AND FERMENTS 


Goodman, C.: A Preliminary Report on a Study of 
the Protective Ferments of the Blood by the 
Abderhalden Method After the Transplanta- 
tion of Organs. Ann. Surg., Phila., 1915, lxi, 149. 

By Surg., Gynec. & Obst. 

A brief account is given of some experiments in 
the transplantation of different organs and the 
detection of a special blood ferment following the 
transplant. Fifteen plates are included in the 
article. 

Carrel claims success in autotransplantation and 
only temporary success in homotransplantation, 
while Lexer is said to have overcome some of the 
biochemical reactions between animals by pre- 
liminary treatment. 

Blood-vessel transplants invariably retain their 
vitality, while the more complicated organs usually 
undergo autolytic changes and are absorbed. This 
may partially be due to deficient venous drainage, 
as the transplant for a short time remains in a state 
of vasomotor paralysis and is overdistended with 
blood. In making a transplant, caution should be 
taken to have the venous anastamosis end-to-end, 
which will give immediate venous drainage. 

In the experiments, the thyroid gland was used, 
and in two consecutive instances of autotransplants, 
was successful. In the homotransplants the thy- 
roid invariably was absorbed. 

Out of 14 cases thus experimented on, in 8 there 
was demonstrated the presence of a ferment capable 
of digesting suprarenal tissue. The Abderhalden 
method of determination was used and further 
experiments are being made. Puituips M. Case. 


Lunckenbein: Tumor Extract Treatment and Its 
Results (Uber Tumorextraktbehandlung und deren 
Ergebnisse). Beitr. z. Klin. d. Infcktionskr. u. 
Immunitdtsforsch., 1914, ili, No. 3. 

By Surg., Gynec. & Obst. 
But little of practical value has so far resulted 
from tumor-extract treatment. Stammler, how- 
ever, obtained a complete cure of a recurring cancer 
of the vagina after total extirpation of the uterus 
by giving tumor extract intravenously. It must 
be stated, however, that malignant tumors have 
been influenced not only with specific but also with 
non-specific, but chemically characteristic, albu- 
minous substances. The reason for so many fail- 
ures is probably due to the method of preparation 
of the extract, to the method of application, dosage, 
selection of cases, intervals of injection, and length 
of treatment. 
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The author explains the method of action as 
probably due to the simultaneous injection of 
specific albumin bodies with the extracts and that 
these specific bodies stimulate the organism to an 
increased formation of antibodies. He further 
believes that specific extracts are necessary. The 
intravenous method of injection is to be preferred. 
The results are better in sarcoma than in cancer. 
Of 6 inoperable sarcomata 2 were cured and 2 im- 
proved. In carcinoma the results are less favorable. 
In 4 cases of cancer of the oesophagus the lumen 
became larger so that semisolid food could pass 
through it. Some improvement was obtained in 
the most variable cancers, although some failures 
naturally resulted. The treatment with tumor 
extract should be investigated further until a 
solution of the problem is obtained. L. A. JunnKe. 


Fleisher, M. S., and Loeb, L.: Further Investi- 
gations on the Mode of Action of Substances 
Inhibiting Tumor Growth and on Immuniza- 
tion Against These Substances. J. Exp. Med., 
IQI5, XX1, 155. By Surg., Gynec. & Obst. 

This study is based upon a large series of experi- 
ments and is confirmatory of results obtained in 
previous investigations made by the authors. In 
their previous paper they reported that combina- 
tions of colloidal copper and hirudin and of colloidal 
copper and nucleoproteid were much more effective 
than either of these substances alone, and that these 
combinations not only caused an inhibition of the 
tumor growth but also retrogression of a considerable 
number of tumors. They also found that the com- 
bination of colloidal copper and hirudin was more 
toxic than either substance given alone. 

The authors conclude that it is possible to increase 
markedly the effect of substances inhibiting tumor 
growth by using certain combinations of these sub- 
stances which, when given alone, have some effect 
on tumor growth. 

That immunity acquired against the effect of these 
substances depends partly upon an active immuniza- 
tion of the tumor-cells themselves against the action 
of these substances, and this immunity is trans- 
mitted to the following generations of tumor cells. 

That the immunity against the substances in- 
hibiting tumor growth is, as far as they have in- 
vestigated the problem, specific. 

That their later experiments provide a more secure 
basis for the additional and more general conclu- 
sions which they mentioned tentatively in their 
previous paper. Georce EF. Beipy. 


BLOOD 


Gorbakowsky, D.: The Antitrypsin Content of 
the Blood and Leukocytosis in Laparotomy 
(Diagnostische Untersuchungen des Antitrypsinge- 
haltes und der Leukocytose bei Laparotomien). 
Beitr. 2. Geburtsh. u. Gyndk., 1914, xix, 461. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports examinations made on his 
numerous patients with reference to changes in the 
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antitrypsin content and leukocytic count before 
and after laparotomy and gives his conclusions 
as to the value of the results in diagnosis. The 
results show that there is a certain relation be- 
tween the antitrypsin content and the increased 
destruction of leukocytes, but that the rise in the 
antitrypsin is not exclusively due to destruction of 
leukocytes. 

He could not confirm the assertion of other au- 
thors, who hold that if there is an antitrypsin con- 
tent of more than 1.8 after operation, the prognosis is 
hopeless; for, according to his observations, some 
patients with a low antitrypsin content died, while 
those with a high antitrypsin content after opera- 
tion lived. Neither can the determination of the 
antitrypsin content and the leukocytic count be 
utilized in differential diagnosis any more than in 
prognosis. We can say, at most, that if the diag- 
nosis between a benign and malignant new-growth 
is doubtful, the former can probably be decided on 
if the antitrypsin content in the blood serum is 
normal or only very slightly increased. Observa- 
tion shows that a high antitrypsin content connected 
with only a slight rise in the leukocyte count, or none 
at all, indicates carcinoma. 

Treatment with camphorated oil in laparotomy 
produces an increase in the leukocytes, probably 
due to the irritation caused by the camphorated oil; 
therefore the oil should be used where there is 
danger of infection, because the increased number 
of leukocytes may prevent or overcome the infection. 

F. WEBER. 


Sodium Citrate in the Transfusion of 
J. Am. M. Ass., 1915, 425. 
By Surg., Gynec. & Obst. 


Weil, R.: 
Blood 


Blood mixed in proper proportions with a solution 
of sodium citrate does not clot, owing to the fact 
that calcium salts are no longer available for 
coagulation. Such blood may be kept for many 
days in the ice box without losing its oxygenating 
function. Experimentally Weil has found that 
guinea pigs or dogs may be practically exsanguinated 
and can be rapidly restored by venous transfusion 
of citrated blood, even if the blood is several days 
old. 

Human patients have been treated the same way, 
receiving in various cases amounts ranging from 
10 to 350 ccm. of citrated blood. The method is 
simple. Blood is aspirated from a vein and is at 
once well mixed with sodium citrate in a 10 per 
cent solution in water in the proportion of 1 ccm. 
of solution to 10 cem. of blood. If the mixture is 
made in the syringe in cases in which not more 
than 50 ccm. are to be transfused, the transfer can 
be made directly from donor to donee. If larger 
amounts are to be used, the blood is expelled into a 
flask, from which the syringe is filled. In drawing 
the blood it is well to use a three-way stopcock 
which communicates with the needle, with a 1o 
ccm. syringe containing the citrate and with a large 
aspirating syringe. 
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The needles are introduced into the veins of the 
doner and donee and both are connected by a T- 
shaped tube with a syringe. An accessory syringe 
permits the injection of the citrate solution into 
tubing between the syringe and donor’s needle. 
The blood is alternately aspirated and expelled, 
the direction of the current being controlled by two 
stopcocks. The apparatus is very simple, and 
requires the help of only one assistant. 

The figures indicate that the introduction of large 
amounts of 20 per cent sodium citrate solution do 
not lower the coagulation time in the least. In fact, 
5 gm. of sodium citrate reduces the coagulation time 
by one-half. Weil has found it quite satisfactory to 
use the following: The citrated bloods of the two 
individuals are mixed in narrow tubes as follows, 
three tests being made: One ccm. of each, 0.1 ccm. 
of one to o.9. ccm. of the other, and vice versa. 
After incubation for one hour, agglutination may 
easily be determined. Hzmolysis is disclosed by 
the color of the upper layer if the cells have settled 
sufficiently; if not, centrifugation is required. 

T. O. Boyp. 


Deavor, T. L.: Transfusion of Blood; Some Recent 
Observations. Am. J. Surg., 1915, Xxix, 10. 
By Surg., Gynec. & Obst. 


Deavor claims that too much mystery has sur- 
rounded blood transfusion, and that most of the 
instruments devised for its performance are entirely 
too complicated and of little practical value to the 
general surgeon. He predicts that new conditions 
will continually arise for its use as we come to under- 
stand the blood more fully. 

Patients suffering from pernicious anemia and 
the anemia of malignancies if transfused early and 
repeatedly are greatly improved. He condemns its 
use in acute infections in plethoric individuals. 
He thinks that the action of the transfused blood 
is to increase phagocytosis and to raise the opsonic 
index. 

In anemic individuals, with a faint second heart- 
sound anda pulse thready and irregular, transfusion 
should be done cautiously, if at all. In the presence 
of marked blood impoverishment and in great re- 
duction of blood volume by acute hemorrhage, he 
warns against the danger of hematolysis. This 
condition occurs in something like 25 per cent of 
cases, and for this reason he urges that the blood 
of both individuals be tested. Saline infusion often 
fails to save life; there is a short period of rally, but 
the heart soon fails. He points out that whole 
blood seems to supply this need, and in transfuison 
hemorrhage is often controlled by shortening the 
coagulation time. He cites that by far the greatest 
number of transfusions are done for anemia, whether 
of the pernicious variety or whether from sudden 
depletion, as in stillicidium of uterine fibroids, per- 
sistent epistaxis, hamorrhage of the newborn, or 
frequent attacks of hamatemesis. He recommends 


its use when some disease or foreign substance has 
altered the character of the blood, as in malignancies, 
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cirrhosis of the liver, illuminating-gas poisoning, 
pernicious anemia, and hemophilia. He thinks 
that more cases of idiopathic epilepsy should be 
transfused, and he recommends that they first be 
depleted and then transfused once or twice a year. 

The methods advocated by Crile, Brewer, 
McGrath, and others do not provide for measuring 
the amount of blood transfused, and while Deavor 
believes that it is not necessary to be so accurate as 
to the amount transfused, it is best to keep within 
the limits of safety, for there are some cases that 
require only small amounts. He prefers a slender 
person as the donor, and because of the driving 
power of the heart he uses the radial artery when 
using the cannula described below. 

The two great disturbing features which are every- 
where claiming the experimenter’s attention are 
hematolysis and early coagulation of the blood. 
Deavor has found that the cannula need not be lined 
with paraflin or other protective substances, but 
that it is effectually lined by the blood serum, and 
if the air is excluded and the body temperature kept 
constant by means of hot sponges the cannula will 
remain patulous indefinitely. On the strength of 
these findings, he recommends the use of two small 
cannulas connected by a piece of rubber tubing. 
The entire tube or transmitter should not be over 5 
inches in length and it should be free from sharp curves 
and angles. When ready to make the anastomosis 
the blood should not be exposed to the air, but the 
vessels and tube should be protected by hot saline 
sponges. As nearly as possible the caliber of the tube 
should correspond to the vessel. He employs the 
spurt method to determine the amount of blood 
used. The blood is allowed to spurt in a small 
graduate; if it takes 5 spurts to reach the drachm 
mark, each spurt will contain 12 drops, and a 
pulse of 80 will therefore discharge 2 oz. in one 
minute. This is a simple device and sufficiently 
accurate. 

His conclusions are as follows: 

1. Blood may be carried from one individual 
to another through unlined metallic or rubber tub- 
ing if kept at body temperature and the anastomo- 
sis done promptly. 

2. The amount of blood passing over may be 
accurately determined if the donor’s pulse-rate and 
the quantity discharged by a series of ventricular 
contractions be known. 

3. The field of application should be enlarged. 

4. The blood after transfusion is immediately 
taken up by the recipient and used as blood in the 
absence, of course, of hemolysis. 

5. The use of whole arterial blood transfusion 
has been so satisfactory that the complicated 


process of defibrination has been abandoned. 
6. The method which can be applied with the 
slightest disturbance is preferable. 
7. Blood transfusion is not a cure, but rather a 
therapeutic help to other means of treatment. 
8. Blood transfusion is not devoid of danger. 
Lewis B. CRAWFORD. 
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POISONS 


Schottmiller, H., and Barfurth, W.: The Bac- 
tericidal Action of Human Blood in Regard to 
Streptococci as an Indication of Their Viru- 
lence (Die Bakterizidie des Menschenblutes 
Streptokokken gegeniiber als Gradmesser ihrer 
Virulenz). Beitr. s. Klin. d. Infektionskr. u. s. Im- 
munildlsforsch., 1914, iii, Nos. 1. and 2. 

By Surg., Gynec. & Obst. 

The authors endeavored to determine whether 
human blood has a variable bactericidal action 
against the different streptococci and whether this 
bactericidal action can be taken as an indication 
of their virulence. It was determined that consider- 

able variation existed. The blood possesses a 

powerful bactericidal action against certain strains 

of streptococci (streptoccus viridans and the non- 
hemolytic group), to which anaérophilie is a common 
characteristic. On the other hand, others, like 
streptococcus erysipelatos-mucosus — lactici, pneu- 
mococci, and streptococcus herbidus, are very 
resistant against the blood. In this variable 
bactericidal action we have an indication of the 
virulence of the bacteria without being able to 
state anything definite, however, regarding the 
individual case. We can only state which strains 
may induce a severe infection, but the point of 
infection must also be considered. The bactericidal 
action is greater in oxygen-containing blood than 
in carbon dioxide containing blood. All factors 
which decrease oxidation also decrease the bac- 
tericidal action of the blood. Some of the important 
factors are high water content of the blood and de- 
creased number and resistance of the erythrocytes. 

The bactericidal action is greater on the living 

organism than in vitro due probably to the con- 

stant oxygen content of the blood. L.A. Junnxe. 


SURGICAL THERAPEUTICS 


Waterhouse, H. F.: A Report on the Employment 
of Ether in Surgical Therapeusis. Brit. M. J., 
TOTS, 1, 233. By Surg., Gynec. & Obst. 

The author has with almost startling good results 
used ether as an antiseptic in psoas and other tuber- 
culous abscesses, appendiceal abscesses, compound 
fractures, carbuncles, tuberculous glands, tuber- 
culous synovitis, chronic sinuses, etc. He takes up 
in more or less detail the use of ether in peritoneal 
conditions. Sixty times he has introduced ether 
into the peritoneal cavity as an antiseptic in 59 
patients. ‘Two died, one he thinks due to using too 
little ether (30 ccm.) in a pneumococcus peritonitis; 
the other he classifies as really a success for ether, as 
the peritoneal cavity was clean, the patient dying of 
pneumonia. 

He cites 5 successful cases which he thinks largely 
owe their lives to ether. Two of them post- 
operatively showed evidence of absorption of ether, 
dilated pupils, pulseless, and poor respiration. Both 
of these had had five ounces of ether. The author 
does not state the time after the onset of the attack 


Ke 


624 


at which the operation was performed, which would 
greatly influence the result in these septic peritoni- 
tis cases. He considers 3 ounces the maximum dose. 
In septic arthritis his treatment is that outlined by 
Murphy, except that he injects ether instead of 
formalin in glycerine, the quantity not to exceed 2 
drams. One case of septic arthritis of the temporo- 
mandibular joint was ingeniously treated. ‘To ob- 
tain extension the patient was anesthetized and a 
piece of India rubber one inch square and three- 
fourths inch thick inserted between the molar teeth. 
The relief was so great to the patient that he in- 
sisted on keeping the rubber in place 14 days. This 
gave relief to the intense pain following the injection 
of ether. He cites 3 cases of grossly infected 
wounds treated with ether and says that ether has 
proved more satisfactory than any other antiseptic. 
M. S. HENDERSON. 


Halpern, J.: Experiences with Coagulen (Erfahr- 
ungen mit Coagulen). Beitr. z. klin. Chir., 1915, xcv, 
324. By Surg., Gynec. & Obst. 
From his experience with coagulen Halpern con- 
cludes that it is a valuable hemostatic in bleeding 
carcinomata and post-operative hemorrhages. It 
is equal and in some cases superior to other hemo- 
statics. It is harmless, has no bad _by-effects, 
and is prompt in action. It should be used in all 
cases in which other hemostatics have been used, 
as results are often obtained by it where other 
methods have failed entirely. It has proven 
especially valuable in a number of war injuries. 
In several cases of amputation of fingers, toes, and 
legs, ligation was dispensed with entirely, the 
wounds simply being covered with coagulen. Hal- 
pern has had no experience in using it subcuta- 
neously or intravenously. A. Goss. 


Hogan, J. J.: The Intravenous Use of Colloidal 
(Gelatin) Solutions in Shock. J. Am. M. Ass., 
1915, lxiv, 721. By Surg., Gynec. & Obst. 

In his observations on abnormally low blood- 
pressure, Hogan points out that the most serious 
harm done in hemorrhage does not depend upon 
the great loss of red blood-cells, or in the loss of 
certain chemical constituents of the blood, but in 
the great diminution of the volume. Physiological 
salt solution transfusions produce only temporary 
effects, the solution passing off in the urine or 
being absorbed by the tissues as manifested by 
oedema. 

The explanation of this is that the blood or lymph 
contains no free water, all the water in it being held 
in combination with colloids; a salt solution rapidly 
disappears from the vascular system for the reverse 
reason; in other words, because this does contain 
free water. 

The salt in the physiological solution has a 
further detrimental effect by decreasing the capacity 
of the colloids for holding water; this is in proportion 
to the degree of concentration, so that after injecting 
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a strong salt solution into the circulation, the col- 
loids of the tissues give up water, so that an amount 
over that injected is excreted. 

Experiments with water combined with a colloid 
confirmed the above reasoning; the urinary output 
was not increased after transfusion with this solu- 
tion, and it remained in the blood-vessels. Sterile 
blood serum and also a gelatin solution were used. 
It was found possible with moderate amounts of this 
solution to produce evidence of overdistention of 
the vascular system, which did not occur with normal 
salt solution. 

He reports a number of cases where the gelatin 
solution had been used for transfusion in cases of 
severe hemorrhage in human beings, with apparent- 
ly better results that those obtained with salt solu- 
tion. D. L. Desparp. 


ELECTROLOGY 


Smith, E. A.: The Fluorescent Screen in Medicine 
anc in Surgery. Wis. M.J., 1915, xiii, 354. 
By Surg., Gynec. & Obst. 

The entire field of application of the X-ray in 
medical and surgical diagnosis is covered by the 
author within a few pages and necessarily in a con- 
densed manner. As to fractures and dislocations 
he thinks that the day has passed when it could be 
said that they have been thoroughly examined or 
properly reduced without the use of the fluorescent 
screen. By it in the thorax may be observed infil- 
trated and calcified glands, abscesses, empyema, 
pneumothorax, tumors, the cesophagus, the trachea, 
foreign bodies, heart, aorta, and the position and 
movements of the diaphragm. 

The author gives considerable attention to the 
gastro-intestinal tract. In examining the stomach 
he advises giving an opaque meal six hours previ- 
ously. The fluoroscopic picture in cases of gastric 
ulcer varies with the variety of ulcer, whether a 
shallow erosion, a penetrating ulcer with a niche, or 
a perforating ulcer with an accessory pocket. Aside 
from the niche or pocket, an incisura which resists 
massage and belladonna is the strongest sign of 
ulcer. An ulcer may produce hour-glass stomach, 
either spasmodic or organic It usually has a short 
canal on the lesser curvature side, while the hour- 
glass of carcinoma has a longer, centrally situated 
canal, rather irregular in outline. Carcinoma also 
shows persistent defects in the silhouette of the 
stomach. Duodenal ulcer has as signs: deformity 
of the bulbus, persistence of barium in the crater of 
the ulcer, incisura opposite the ulcer, unusual and 
persistent filling of the duodenum, exaggerated 
gastric peristalsis and hypertonicity, and tenderness 
over the bulb. Ileal stasis may be shown by dis- 
tention of the terminal ileum with fixed, narrow, and 
painful points. Carcinoma of the colon may be 
manifested by obstruction to the barium meal or 
clysma, dilatation of the colon proximal to it, a 
palpable tumor coinciding with a filling-defect, and 
exaggerated antiperistalsis. ALBERT MILLER. 
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Mowat, H.:) The Localization of Foreign Bodies 
by Means of the X-Rays. Brit. M. J., 1915, i, 
112. By Surg., Gynec. & Obst. 

The object of the radiographer is to state with 
the utmost precision the exact position of a foreign 
body and to satisfy himself that if an extraction 
does not result he is in no way to blame. For this 
reason the method of examination chosen should 
be the most accurate, not the most rapid. It is 
often concluded that such and such a method is 
the best because of the ease and rapidity with which 
it can be executed. However quickly it may be 
possible for the radiographer to do his share of the 
work, if it is not accurate it is the worst possible 
method. 

Considerable difficulty may confront the radi- 
ographer, and he must to a certain extent depend 
upon the skill of the surgeon, but if he knows that 
he has made no mistake he need fear no criticism. 
It is advisable for him, however, to be present at the 
operation in order to see that the patient is placed 
in a similar position to the one which he assumed 
during the X-ray examination, and, further, so 
that he may draw the surgeon’s attention to various 
necessary points; for instance, if a spot has been 
marked on the skin under which the bullet is said to 
lie at a stated distance, he must see that the skin 
is not stretched before the incision is made. A sur- 
geon will frequently do this without thought, 
placing his thumb and forefinger on either side of 
the spot indicated. Further, if it is shown that a 
foreign body lies at a certain depth below a mark, 
that depth is vertical and the information given will 
be of no value if the operator enters obliquely in 
order to avoid certain structures. The surgeon 
must, so to speak, focus the bullet in his mind’s eye 
before the cut is made, as, once the knife has entered 
the surface, marking is lost. 

Brief descriptions are given of the right-angle and 
the triangulation methods. These descriptions 
have not suflicient detail to serve as a guide for the 
beginner, nor do they afford new information for 
the experienced worker. Davip R. Bowen. 


Stern, S.: Deep R6ntgen Therapy and Its Applica- 
tion in the Treatment of Malignant Growths. 
Med. Rec., 1915, \xxxvii, 221. 

By Surg., Gynec. & Obst. 

The technique of the administration of réntgen- 
therapy in malignancy has recently undergone very 
radical modifications, chief of which are: 

1. The use of aluminum fillers. The thickness of 
aluminum filters best adapted for deep-seated lesions 
is 3 mm.; in addition filters made up of a few layers 
of thick photographic paper and loofah sponge 
should be used to keep out the secondary rays pro- 
duced in the aluminum. 

2. Cross fire administration. The lesion should 
be attacked from as many different angles as pos- 
sible. 

3. Massive doses. It is advisable to divide the 
surface to be treated into small fields, and to give 
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each field at one treatment the maximum dose of 
toleration. This has been found to be from 15 to 
20 X measured under 13 mm. of aluminum. ‘This 
dose should be given at three-week intervals. 

4. The use of rays of a certain degree of penetra- 
tion. The degree of penetration that has been 
found probably most advantageous in deep therapy 
is from 8.5 to 9 Bauer (12.75 to 135 Wehnelt). 

The results accomplished in the treatment of 
malignant growths have been decidedly more satis- 
factory since the technique has been adopted. 

Although it still holds good that no operable 
cases of deep-seated malignant growths should be 
treated with X-ray, except where patients refuse 
to be operated upon, the treatment is still reserved 
for inoperable cases, for recurrences, and for prophy- 
lactic treatments following operation. 

The result of fourteen years’ work with réntgen- 
therapy and the treatment of hundreds of cases of 
deep-seated malignant growths treated in hospital 
and private practice force the author to the con- 
clusion that there is at present some unrecognizable 
difference in apparently identical cases which de- 
termines the degree to which they will respond to 
X-ray treatment. 

This difference is irrespective of microscopical 
findings, tissues involved, condition of patient, 
etc., although it probably has some bearing upon the 
degree of malignancy that we cannot recognize at 
present. 

While we sometimes get extremely satisfactory 
results in the treatment of deep-seated malignant 
growths, we are still in no position to make definite 
promises at the beginning of treatment as to the 
probable termination of any case. 

The fact that we occasionally get brilliant results 
in the form of cures, very often improvement of 
symptoms, in the alleviation of pain and prolonga- 
tion of life, is sufficient to justify our demand that 
all cases of inoperable and recurrent malignant 
growths should be given the benetit of this chance 
before they are given up as absolutely hopeless. 

The post-operative X-ray treatment of malig- 
nancy with the object of reducing the chances of recur- 
rences, is developing into one of the most important 
branches of deep réntgentherapy. 

It unquestionably diminishes the percentage of 
post-operative recurrences. It should be used in 
every case following all operations for malignancy. 
The treatment to be efficient must be thorough, 
systematic, and persistent for a period of at least 
three years. 

Treatments should be begun 10 to 14 days after 
operation. The first four series are given at in- 
tervals of 3 or 4 weeks, followed by treatments 
given every 6 weeks for the balance of the first 
year; the second year every 8 weeks, and the third 
year every 3 months. 

Considering that the treatment is not accom- 
panied by any danger whatever and that the length 
of time between treatments is so long that it does 
not entail much hardship upon the patient, it is 
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high time that the surgeon should be made to realize 
that his responsibility does not end with the opera- 
tion, and that he has been derelict in his duty in 
not advising his patients to have the operation 
followed by a course of prophylactic raying. They 
are most assuredly entitled to that chance. 


Quigley, D. T.: The Relation of Radium to Surgery. 
Med. Herald, 1915, Xxxiv, 5. 
By Surg., Gynec. & Obst. 

The author states that the effect of radium is due 
to the penetrating hard B- and y-rays. Its effect 
is several hundred times more penetrating than that 
of the réntgen rays, but its burns heal quickly 
and with very little pain. Radium has been found 
to be the best treatment for réntgen-ray burns. 
rontgen-ray eczema, and réntgen-ray cancer. 

The author uses radium in inoperable cases and 
for post-operative treatment in those which are 
operable. He finds that many inoperable cases 
have been brought into the operable class by radium 
treatment. He also states that it should not sup- 
plant the knife, but should be used in conjunction 
with it. But in some cases, such as cancer of the 
face, radium should be given the preference be- 
cause it leaves no scar. It is a specific in keloid, 
lupus, and tuberculous glands of the neck. It 
should be used only by an expert. Leopotp JAcuEs. 


Barcat: Radium Therapy in Malignant Tumors 
(Die Radiumtherapie maligner Tumoren). Strah- 
lentherap., 1914, Vv, No. 1. 

By Surg., Gynec. & Obst. 

The direct application of the penetrating rays 
according to the method of Dominici gives prom- 
ising results. The emanation action of the rays 
is of little significance in the surgery of today. 
The Dominici tubes must be introduced directly 
into the tumor and should average 50 cg. pure 
radium salt. A large number of these tubes should 
be introduced into the tumor at various angles and 
places and crossfire should so be obtained. 

Barcat reports tg cases of breast cancer. The 
best results were obtained in cases still operable. 
In 5 inoperable cases the disease was apparently 
cured. Poor operative recurrences disappeared 
quickly under treatment, but metastases occurred 
frequently. Large doses, i.e., intensive application 
of 48 to 1oo hours’ duration, repeated every two 
months were more effective than frequently re- 
peated applications of short duration. In some 
cases the application of the radium capsules to the 
surface produced good results. 

In buccal mucous membrane and tongue cancers 
the prognosis is favorable only in superficial cases; 
in the majority of cases it is only a palliative measure. 
Cancers of the stomach and bowel are curable by 
radiotherapy only when the rays can be applied 
immediately after laparotomy. A cancer of the 
pylorus so treated was completely cured locally. 
The patient improved, cachexia disappeared, but 
after two years he died of liver metastases. 
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In cancer of the colon the results were only 
palliative and temporary. In two localized cancers 
of the bladder which were treated with radium 
after a cystotomy complete cure apparently resulted. 

The results in oesophageal cancers are encourag- 
ing. The application must not be less than 5 to 6 
hours at a session and not less than 5 to 10 cg. should 
be employed. A highly malignant cancer of the 
epiglottis was cured completely by this treatment. 
Six months after completion of the treatment the 
patient was able to deliver a speech lasting one- 
half hour. 

Sarcomata are exceptionally radiosensitive in 
some cases, especially the embryonal type. The 
others must be treated much more energetically. 
Lymphadenomata are as sensitive to radium as they 
are to the X-rays. In several cases which Dominici 
treated the lymphosarcomata disappeared, but 
metatstases in the mediastinum occurred in all of 
them within a few weeks or months. Radium 
is a very valuable palliative aid in the treatment of 
inoperable cancers. L. A. JUHNKE. 
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Riibsamen: The Treatment of Stab and Gunshot 
Wounds of the Lungs (Zur Behandlung der 
Stich- und Schussverletzungen der Lunge). Beitr. 
s. klin. Chir., 1914, xciii, 647. 

By Surg., Gynec. & Obst. 

The author discusses the treatment of lung 

injuries as to whether the conservative or operative 
treatment produces the best results. He states that 
while in his war experience they had hoped to oper- 
ate upon all cases of lung injuries, the immediate 
symptoms following the injury were so severe that 
the operation had to be postponed in most cases. 
To their surprise they found the patient so well 
the next day that the indications for operation 
were absent; in most cases a gradual recovery re- 
sulted. Out of 24 cases so treated only one died, 
all others making uninterrupted recoveries, with the 
exception of 3—empyema 1, removal of bullet 2—in 
whom surgical intervention became necessary later 
on. The case that died showed interesting findings 
at autopsy. The wound in the lung had closed 
spontaneously, hemorrhage had ceased, and the 
blood in the pleural cavity was sterile. The bullet 
had lodged in the pericardium and had caused a 
suppurative pericarditis, to which the patient suc- 
cumbed. The effusion in the pleural cavity was 
tapped repeatedly, but in no case was it ever infect- 
ed. Temperature developed in 25 per cent of the 
cases, but the author believes it to have been due to 
absorption of blood. He highly recommends con- 
servative treatment. L. A. JUHNKE. 


Mummery, P. L.: Injuries to the Bowel from Shell 
and Bullet Wounds. Proc. Roy. Soc. Med., 1914, 
viii, Surg. Sect., 8. By Surg., Gynec. & Obst. 

Injuries of this kind vary from clean bullet wounds 
to large septic lacerated wounds due to fragments of 


GENERAL SURGERY — MISCELLANEOUS 


shell. 
straight through the abdomen, penetrating the 
large and small bowel, without causing a fatal or 
even a serious result, providing that the following 
conditions are present: the bullet must be traveling 
at a relatively high velocity, the intestines must be 
more or less empty of fluid contents, and the proper 


A high velocity Mauser bullet may pass 


first-aid treatment must be administered. In 
cases of this kind the best results are obtained by 
giving complete rest to the intestines for 48 hours 
after the injury, these conditions being obtained 
by giving morphine in full doses, withholding all 
food, and providing as much rest as possible. 

Wounds involving the large bowel are generally 
complicated by other injuries, such as fractures 
of the pelvis, injury to the bladder, or damage to 
the large nerve-trunks. The nerves may be com- 
pletely cut across, but are more commonly con- 
cussed, in which case the symptoms begin to pass 
off within a few days. 

The most difficult cases are those associated with 
fracture of the pelvis, and a septic wound. One 
case mentioned was that of an officer shot through 
the pelvis, the bullet entering at the symphysis 
and emerging close to the sciatic notch. ‘The pelvis 
was extensively cracked and the wound had become 
septic before the patient was admitted to the hos- 
pital. 

The worst cases are those in which a shell wound 
is complicated by fecal fistula and fracture of the 
pelvis. A case mentioned had a large lacerated 
wound on the left side above the hip joint. This 
led down to a hole through the wing of the left ilium, 
through which feces were discharged. ‘The method 
recommended by the author in dealing with cases 
complicated by fecal fistula is to perform a tem- 
porary transverse colotomy and to provide free 
drainage. After the wound in the bowel is healed 
the colotomy can always be got rid of by a secondary 
operation. J. H. 


Ritschl, A.: Orthopedic Principles in the Treat- 
ment of the Wounded (Orthopadisches in der 
Wundbehandlung). Med. KAlin., Berl., 1915, xi, 
125. By Surg., Gynec. & Obst. 

Ritschl emphasizes the importance of orthopedic 
treatment in military surgery. If orthopedic 
measures were adopted from the very first instead 
of being deferred for so-called after-treatment, many 
limbs could be saved which are now amputated 
and motion could be preserved in many joints which 
now become ankylosed. Every physician should 
understand massage and apply it in cases of injury 
to bones and joints. Active and passive move- 
ments should be begun at the earliest possible date 
in order to avoid atrophy of the muscles. Each time 
the dressings are changed passive movements 
should be performed. Electric treatment should 


be used where passive motion is impossible on ac- 
count of injuries to the soft tissues. 

If these treatments were borne in mind from the 
de- 


after-treatments could be much 
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very 
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creased; they would be necessary in fewer cases 
and much shorter in those. Many sins of commis- 
sion, but more of omission, could be avoided if all 
physicians were thoroughly trained in the mechanics 
of the human body. A. Goss. 


Parry, L. A.: Notes and Comments on Some Cases 
of Wounded Men from the Front. Guy's /osp. 
Gas., 1915, XXIX, 5. By Surg., Gynec. & Obst. 

Secondary hemorrhage is not a very common 
occurrence in ordinary civil practice, but it is far 
from uncommon following gunshot wounds and is 
a subject of considerable importance, for on its 
correct and proper management the life of the pa- 
tient may depend. Secondary hamorrhage is most 
common in the second and third weeks after the 
infliction of the injury, and is almost always due to 
sepsis. It follows, therefore, that it occurs more 
frequently after shrapnel than after rifle wounds, 

The first principle of treatment is that whenever 
possible the haemorrhage should be stopped by 
ligature of the bleeding vessel in the wound. [fit is 
impossible to ligate the bleeding point, proximal 
ligature is advised. This, however, may result in 
such a disturbance of circulation that gangrene 
follows and amputation may be necessary. 

Extensive wounds of soft parts are comparatively 
common. Usually these cases arrive at the hospital 
in a very septic and sloughy condition. The treat- 
ment advocated is to irrigate with 10 per cent 
hydrogen peroxide and then apply gauze soaked in 
chlorinated soda solution. 

Perforating wounds of the chest are usually as- 
sociated with injuries to the lung. Complications 
which result are haemothorax, pneumothorax, and 
empyema. Pneumonia sometimes occurs and_ is 
then generally due to exposure rather than to the 
injury, the unwounded lung being the one attacked. 
The treatment is simple and in those cases in which 
there are no serious complications a policy of 
masterful inactivity is best. Bullets unless very 
superficial should be left alone in most instances. 
Fluids should be aspirated. J. H. Skiers. 


Fauntleroy, P. C.: Gunshot and Shell Wounds. 
Med. Rec., 1914, 1xxxvi, 1035. 
By Surg., Gynec. & Obst. 

The author gives a minute description of the 
types of ammunition used by civilized nations. 
Wounds produced by bullets may show explosive, 
penetrating, simple wounding, or contusive wound- 
ing effects, depending upon the distance at which the 
shot was fired. In shrapnel wounds there is apt 
to be more laceration and bruising of tissues with 
subsequent infection, because of the relatively slow 
velocity and ragged shape of the missile. 

The treatment of gunshot wounds in the immedi- 
ate rear of the firing line permits little more than a 
sterilization of the skin of the wound and protruding 
bones with tincture of iodine or a 1:500 alcoholic 
solution of corrosive sublimate and a sterile occlusive 
dressing. 
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In the treatment of wounds of the abdomen, the 
conservative course is followed. Operation is under- 
taken in cases showing signs of haemorrhage or 
peritonitis. Shock is combated in the usual way. 
Hemorrhage calls for immediate control. 

J. H. SKILEs. 


Rehn, L.: Military Experiences of a Consulting 
Surgeon (Kriegserfahrungen eines beratenden 
Chirurgen). Beilr. s. klin. Chir., 1915, xevi, 116. 

By Surg., Gynec. & Obst. 

The consulting surgeon is subject to call wherever 
his services are demanded. Recently objections 
have been raised to his being at the front on the 
ground that very little operating can be done there. 
This is true, but his duties are advisory and execu- 
tive rather than operative. 

The wounded are first collected at the field dress- 
ing stations, where the chief duties of the surgeon on 
the field are to apply first-aid dressings and cover 
them with sterile gauze to avoid secondary infec- 
tion. Disinfection of the hands is dispensed with. 
In hemorrhages the elastic bandage is applied, as 
there is seldom time for a ligature of the vessels. 
Severe arterial hemorrhage that demands im- 
mediate ligation is comparatively rare. Sometimes 
the elastic bandages are applied too tight or left on 
too long, so that severe venous congestion occurs. 

Gunshot fractures must be fixed as well as possible 
in any way that can be improvised. The surgeons 
are provided necessary equipment for emergency 
operations. Open pneumothorax must be treated 
at once and the bladder emptied by catheterization 
in cases of urinary retention. 

In the meantime the ambulance corps has pre- 
pared a principal dressing station in some village 
which is no longer under fire. This station is 
marked during the day by the Red Cross banner 
and at night by red lanterns. 

The cases are divided into mild and severe in- 
juries. Morphine is administered when necessary. 
Operating rooms are prepared. First the patients 
in danger of suffocation are cared for and then ham- 
orrhage is attended to. The elastic bandages are 
removed and vessels ligated. The ends of fractures 
are fixed, but plaster dressings are not applied here, 
as it takes too much time. All sorts of splints are 
made use of in fractures of the femur. All the staff 
must work day and night at the principal dressing 
station after a battle. From here the wounded 
who can be transported are taken to the field 
hospital, which is established in any building that 
has been spared by the enemy’s fire. The rooms 
are generally in a terrible condition; windows and 
doors are often gone; frequently no water, fire, or 
light are obtainable. A field hospital should be 
able to handle about 200 patients; often the author 
has had 800 to 1,000 to care for. 

The chief of a field hospital must be a genius in 
organization. Here, as at the principal dressing 
station, only the necessary operations are under- 
taken. Temperatures are taken and brief case 
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histories prepared. Wounds are examined, bullets 
removed, fragments of bone removed from the 
brain, etc. Rubber gloves are indispensable here, 
as at the principal dressing station, but beds are 
seldom available. Sacks or bundles of straw are 
the best that can be obtained, so operations cannot 
be performed that demand careful after-treatment. 

The German army now has good means of trans- 
portation. The better the means of transportation 
the greater the number of patients that can be 
transported to the base hospital. Amputation 
cases are sent to the base hospital unless gangrene 
is threatened. Patients cannot be_ transported 
who are bleeding, dying, or suffering from severe 
shock, as in a number of brain, thoracic, and 
abdominal injuries. Rehn has observed about 400 
abdominal injuries with recovery in 70 per cent 
and 600 thoracic injuries with a very good per- 
centage of recovery. He had about too cases of 
transverse lesions of the spinal cord, practically all 
ending in death. Thoracic and abdominal injuries 
are both treated conservatively, except in cases of 
open pneumothorax and intestinal prolapse. He 
has had excellent results in the conservative treat- 
ment of abdominal injuries with absolute fasting 
and abundant administration of morphine. 

He was surprised at the slight symptoms in per- 
forating wounds of the thorax. Even patients who 
at first had severe symptoms of collapse almost 
always recovered with absolute rest and administra- 
tion of morphine. He has operated on about 50 
cases of gunshot injury of the brain. He describes 
two cases in which sight was at first destroyed, but 
both cases recovered: one after operation and one 
without operation. He states that unfortunately 
their cases were not under observation long enough 
to enable them to know the final results of their 
operations. The cases of infected brain injuries 
all died, some from meningitis and some from 
encephalitis. 

Injuries from shrapnel and grenades demand 
particular care. Early incision is necessary to 
permit the discharge of wound secretion. These 
cases should be treated actively at the principal 
dressing station. They should be irrigated with 
hydrogen peroxide, Peru balsam should be poured 
into the wound, and loose tampons applied. All 
injuries by grenades and all unclean wounds demand 
the prophylactic use of tetanus antitoxin at the 
dressing station. 

In the field hospital plaster casts are applied for 
fractures, and hemorrhage is carefully attended to. 
Secondary hemorrhage from infectious processes 
and from the tearing of arteries by sharp bone 
fragments is observed here. 

The chief task in the base hospital is the treat- 
ment of infections. Some cases of infection are 


found in the field hospital, especially in patients 
who have lain all day uncared for on the battle- 
field, but so much infection appears at the base 
hospital that there must be other causes for it. 
Some attribute it to defective first dressing, but 


il 


GENERAL SURGERY — MISCELLANEOUS 


Rehn believes it is due to foreign bodies carried 
into the wound, such as bullets, bits of shrapnel, 
bits of cloth, and other matter. Erysipelas is 
very rare; among many thousand wounded men he 
has only seen two cases. Tetanus is one of the 
most feared wound diseases. The importance of 
tetanus antitoxin has already been emphasized. 
Gas phlegmon, the most feared of all infections, was 
much more frequent in the summer than now. 
Rehn advises energetic treatment if the patient’s 
general condition permits it, laying bare the sup- 
purating focus, washing it out with hydrogen 
peroxide, and tamponing. He opposes early am- 
putation, even in advanced cases. A. Goss. 


Beavis, J. H., and Souttar, H. S.: A Field Hospital 
in Belgium. Brit. M.J., 1915, i, 64. 
By Surg., Gynec. & Obst. 

The experiences in this hospital have been rather 
unique. Well equipped, near the firing line, near 
the Yser, and from 5 to 8 miles at different points 
from the trenches, the cases have been received 
within the first twenty-four hours and occasionally 
within an hour. The men seem dazed, stupefied, 
and apathetic to a much greater degree than in the 
less strenuous fighting around Antwerp. Their 
clothing is fillhy from the dirt in the trenches. 
These conditions are accounted for by the length of 
time in the trenches, lack of rest, and the inces- 
sant roar and din of the battle. 

When to these general conditions is added the 
loss of blood and the actual shock which must be 
associated with any severe injury, it will be seen 
that the first efforts of the surgeon must be directed 
to the treatment not of the injury itself, but of the 
general condition of the patient. He must be got 
warm, his circulation must be restored, he must be 
saved from pain and protected from further shock. 
In other words, saline infusion and morphine must 
be used from the beginning in every serious case. 
Bleeding rarely requires immediate attention; 
unless it had been dealt with effectively on the 
field, the patient could not have reached the hospital. 
But the means adopted were probably very prim- 
itive, and with improvement in the circulation 
bleeding may recur. ‘This is a very real and serious 
danger which must on no account be overlooked. 

The authors feel they cannot urge too strongly 
the necessity for deferring any serious surgical 
procedure until all that is possible has been done for 
the general condition of the patient. It need not 
take long. Hot-water bottles, an enema of coflee 
and brandy, a quarter of a grain of morphine, and 
a pair of subcutaneous needles delivering really 
hot saline will carry through a serious operation a 
patient who half an hour before was cold and pulse- 
less. The patients are absolutely healthy indi- 
viduals, and their rate of recovery is amazing. 

The infections dealt with have been low grade 
and of a saprophytic type; the authors feel that the 
severe and ugly looking wounds with the ordinary 
bacteria would have been incompatible with life. 
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A bullet far more deadly at long range than the 
dumdum is now being used. This is a pointed 
bullet which is carefully constructed, so that its 
center of mass is far back. On striking any tissue, 
soft or hard, it at once turns over and passes through 
backwards, the uncovered base mushrooming as it 
advances. The point of the bullet is under these 
circumstances unaltered. The course of operations 
has repeatedly shown specimens demonstrating 
the correctness of this description. The minute 
wound of entrance, the great internal destruction, 
the position of the bullet and its mushroomed base 
admit of no other explanation. 

The injuries are divided into (1) head, (2) chest, 
(3) abdomen, and (4) limbs. In the first two the 
authors advise non-interference; in the last two they 
think the most radical operative procedures offer 
the best prospect of success. 

1. In head injuries they saw no cases of clean- 
cut perforation of the skull —laceration of the 
brain was terrific. They think it is best that these 
cases be sent through to the base hospitals, for little 
can be done for them at the field hospital. 

2. Wounds of the chest almost always do well if 
left alone. 

3. In abdominal wounds the authors are of the 
opinion that where a wound of the intestine is sus- 
pected an immediate laparotomy is imperative. 
At their base the close-range fighting has caused 
graver rifle wounds than are usually seen. They 
say properly equipped field hospitals should be 
close to the line, for unless abdominal cases can be 
brought in within six hours of the time of injury 
it would be much better to leave them in the trenches 
and use the transport for more practical purposes. 
Spinal anesthesia has been used very satisfactorily 
in cases of shock. Open ether was often given to 
overcome the patients’ nervousness and for its 
stimulating effect. Free use of saline and cleansing 
is advised and explained on the ground that a 
peritoneal contamination is being dealt with and not 
a peritonitis in the ordinary sense of the word. In 
the ordinary case of septic peritonitis they state 
they would regard this treatment as the most 
fatal. In the ultimate result the one essential 
factor is the time that has elapsed since the injury. 
Very few patients recover who are operated upon 
twelve hours after the injury. 

In dealing with compound fractures two facts 
must be faced: (1) the wound is septic, and (2) 
a large section of the bone has been pulped. Ob- 
viously osteomyelitis must result and loose portions 
of the bone will finally come away as dead sequestra. 
The cases should, in the authors’ opinions, be re- 
garded as cases of osteomyelitis complicated by a 
fracture. If it were not for this complication, the 
disease could be treated on ordinary lines. The 
authors got rid of the complication by plating the 
fracture. They believed that the introduction 


of a little more dead material in the form of a 
steel plate could make very little difference, while 
it reduced the nursing and dressing of the case to 
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simplicity itself. The opinion prevails that no 
plate will hold in a septic wound and that at the 
end of a few days the whole thing will break down. 
Whether this observation depends on the faulty 
application of the plates or whether the form of 
sepsis with which the authors dealt had other 
characteristics they do not know; but on no oc- 
casion have they seen a single screw work loose 
from the bone. Very large and heavy plates were 
used for the femurs, 10 in. x 4% in. x 3% in. being 
perhaps the most useful, fixed by six screws at 
each end. By this means the two end fragments 
were fixed together in their proper relative posi- 
tions, the intermediate portions being left in situ 
if they appeared to have a blood supply. No ex- 


ternal splint of any kind was used, and the au- 
thors state that the plate held the bone with 
absolute security and the fracture could be ignored. 

Twice a day the wound was washed out with 
hydrogen peroxide through tubes introduced for 
the purpose during the operation. 


In most cases 
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the wound in a few days showed clean granulations, 
and only a little discharge would be washed out of 
the deeper regions. The patient soon learned to 
move the limb about for himself, and, in fact, in 
several cases some difficulty was encountered in 
persuading the patients to stay in bed. Radiographs 
show that in these cases callus formed in a perfectly 
normal manner, and that at the end of six weeks the 
small fragments fused together into a uniform mass 
sufficient to ensure the union of the bone. By 
that time the wound was closed completely or was 
reduced to a small sinus, which was washed out 
daily, and which was obviously closing from below. 
As to the ultimate fate of the plates the authors 
state that it is impossible yet to speak. Their 
removal would in any case be an easy matter, and 
would be a small sacrifice to pay for the ease and 
comfort they provide. Any one who has attempted 
to nurse one of these femurs on a splint and then 
the same case after plating can have only one 
opinion on the subject. M. S. HENDERSON. 
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IN MILITARY SURGERY 


By GUSTAVUS M. BLECH, M.D., Cuicaco 


Major, Medical Corps, Commanding Field Hospital No. 2, Illinois National Guard 


HE present European war has awakened gen- 
eral interest in military surgery, which must 
be looked upon as a special branch of general 

surgery. As a rule it can be said that therapeutic 
indications in field hospitals and at frontal aid and 
dressing stations have been prescribed for the 
guidance of medical officers assigned to such stations 
by the proper authorities for the principal purpose 
of fitting into a scheme of bringing surgical relief 
to the greatest possible number without interfering 
with military conditions of importance to the fight- 
ing units. In the well-equipped hospitals at bases 
and in home territory, where the surgeons are not 
hampered by external military conditions, operative 
work of the character possible in civil hospitals 
can be practiced to the fullest extent. This must 
not be construed to mean that on the battlefield 
and in institutions on the line of communications 
initiative by individual surgeons is to be suppressed; 
on the contrary, all efforts are being made to im- 
prove the present degree of professional usefulness, 
provided, of course, the limitations imposed by 
conditions at the front are not disregarded. 


GUNSHOT WOUNDS OF THE LUNGS 


In former wars gunshot wounds of the lungs were 
more feared than they are to-day. Statistics 
(German) of the Franco-Prussian War, 1870-1876, 
show that over 50 per cent of penetrating wounds of 
the chest terminated fatally. This result was due 
to the size of the infantry bullets rather than to the 
treatment, for the modern jacketed bullets produce 
different wounds, and, furthermore, do not carry 
particles of clothing into the wound. 

Shrapnel balls produce large openings and often 
remain lodged, owing to their lesser force. Frag- 
ments of shells produce still worse effects, often 
entensively injuring ribs or the wall of the thorax. 

Dr. Wilhelm Hartert ! in Prof. Perthes’ Clinic in 
Tiibingen has observed several gunshot wounds of 
the lungs which ran a mild course, but disputes the 
claim for so-called contour shots; that is to say, that 
the missile is deviated by a rib and passes between 
the bony wall and the skin around the thorax. 

On the other hand, the majority of lung injuries 
show a serious clinical course from the very mo- 
ment of receipt of injury. As a rule the patient 
falls, and a condition of profound shock follows, 
which may persist for hours. There is usually 
pallor, small rapid pulse, pronounced respiratory 
embarrassment, and slight cyanosis of the face. 
A torturing irritating cough, pains in the chest and 
back, and hemoptysis prove lung injury. Some- 

1 Beitr. z. klin, Chir., r915, xcvi, Kriegschirurgische Hefte, No. 1. 


times the pains are referred to the upper abdomen, 
similar to observations in civil life with pleurisy 
(mistaken diagnosis of appendicitis). 

Hemoptysis is a peculiarly unreliable symptom. 
It may appear at first extensively and then to a 
smaller extent for weeks, though otherwise the 
disease runs a mild course. On the other hand it 
may not even appear in a grave injury, or it ap- 
pears only after one or more days after the receipt 
of injury. Prognostically, this symptom is there- 
fore of no value. 

The factors of great significance in injuries of 
the lungs are: 

1. Disturbance of function of the lung due to 
its collapse in consequence of air or blood entering 
the pleural cavity. 

2. Hemorrhage, if extensive, per se. 

3. Infection. 

The danger of extensive pneumothorax is in 
direct ratio to the size of the wound of entrance. 
A closed pneumothorax results when the wound 
lips close. Bilateral open pneumothorax invariably 
leads to death, the uncompletely closed one may 
terminate in recovery. 

The mest dangerous condition develops when 
there is a valve formation of the wound which 
allows the entrance of air but prevents its escape. 

Closed pneumothorax needs but little treatment. 
In threatening phenomena the aspirating syringe 
will remove the danger. 

Open pneumothorax is dangerous, partly because 
it interferes with the respiratory mechanism, 
partly because it leads to infection. In clean in- 
cised wounds in civil practice the rule has been to 
close the wound by sutures. In military practice 
the general rule is to treat all wounds by the ‘‘open” 
method, but of late attempts at suturing large 
wounds have been made. An impermeable or even 
moist dressing prevents the ingress of air without 
stopping its egress. 

In hemothorax, threatening pressure symptoms 
call for partial evacuation. But in all cases of 
late haemo-and pyothorax, paracentesis (about 14 
days after receipt of injury) under strict asepsis must 
be practiced to shorten the time of resorption. 

Extensive hemorrhage may lead to exsanguination. 
Indeed, injuries to much lung tissue or to large 
vessels of the lung are the most frequent causes of 
death on the battlefield in all pure cases of gunshot 
wounds of the lung. 

In civil practice we try to control hemorrhage by 
the aid of differential pressure; in the field one can 
only ligate the injured internal mammary or an 
intercostal artery. 

Operative treatment in well-equipped hospitals 
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(Base? — G. M. B.) is feasible only in grave sec- 
ondary hemorrhage. 

As a rule the danger from secondary hemorrhage 
is due to sepsis. In clean cases one or two days 
suffice to render hamo- and pneumothorax safe. 

Infection is serious, but mere increase of tem- 
perature must not lead to such a diagnosis, as 
even a clean hemothorax produces fever. Of the 
early empyema, as compared with the late sup- 
puration of the haematoma, the former is the more 
serious, as it presupposes the entrance of virulent 
bacteria. Of all empyemas the traumatic is most 
feared, as the entire cavity is rapidly flooded with 
bacteria; e.g., streptococci, staphylococci, and 
saprophytic bacteria. 

The only rational treatment of traumatic em- 
pyema is thoracotomy, resection of ribs, and drain- 
age of the most dependent region. The same treat- 
ment is indicated in late suppuration. 

Occasionally it may be possible to utilize the 
original wound, if low, for drainage. Later, when 
the patient has improved somewhat, thoracotomy 
may have to be performed. 

The after-treatment aims at restoring the ex- 
tension of the collapsed lung by methodical blowing 
iy against resistance, such as a tube im- 
mersed in about 30 centimeters in water. 

As already alluded to, fever, without causes 
demonstrable by physical examination, is not an 
indication for interference, especially the resorting 
at once to the aspirating syringe. Mere rises of 
temperature, per se, are meaningless. A realiza- 
tion of this is essential in order to prevent the pa- 
tient from becoming unduly anxious. 


GUNSHOT WOUNDS OF THE ABDOMEN 


Soldiers suffering from penetrating (perforating) 
wounds of the abdomen by small caliber missiles, 
including shrapnel balls (average diameter of half 
an inch), must be treated conservatively at frontal 
aid stations. Rest, abstinence from food and drink, 
the combating of shock and pain, and the protection 
of the wounds by sterile dressings constitute the 
sole measures available. 

When these patients reach the field hospital, 
usually many hours after receipt of injury, they are 
either in good condition or they suffer from diffuse 
peritonitis. In the former case operative inter- 
vention is uncalled for; in the latter, operative 
therapy comes too late. This represents the official 
teaching based on many experiences in recent 
wars. 

Lieutenant-Colonel Jacob Frank, Surgeon-Gen- 
eral Illinois National Guard,! ? strongly advocates 
the early establishment of drainage of the ab- 
dominal cavity, provided the wounded fall into the 
hands of trained surgeons within the first few hours 
after receipt of injury. In view of the fact that the 
meager equipment furnished medical officers and 
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their trained subordinates for service at the front 
furnishes no means for the proper practice of drain- 
age, Frank urges that there be no hesitation in 
utilizing one end of the first-aid packet (a long sterile 
bandage in the center of which is fastened a small 
square dressing of gauze), which should be pushed 
through the wound into the abdominal cavity by 
any available narrow, blunt appliance. When the 
wound is too small for such a maneuver it should be 
enlarged by dilatation with an artery forceps or by 
sharp dissection. 

Frank contends that while the official method 
protects the external wounds, endogenic infection 
cannot be prevented thereby. The theory that in 
perforation of the hollow viscera the mucous mem- 
brane becomes everted, and in that manner acts as a 
plug and prevents the escape of the intestinal or 
stomach contents into the peritoneal cavity, is denied 
by him, for leakage certainly is the rule. By drain- 
ing the visceral contents and the bacteria from the 
abdominal cavity the peritoneum is given a chance 
at resistance. Frank further claims for his method 
that the transport to the field hospital, which is so 
much dreaded, is rendered less risky because the 
visceral contents and gases are not dammed up in 
the visceral and peritoneal cavities. 

Frank’s contributions on this subject have aroused 
both adverse criticism and praise by several Euro- 
pean army surgeons. The main contention that 
all manipulations with unsterilized appliances are 
apt to increase infection has been denied by him as 
important because the danger from endogenic in- 
fection is greater than that from without. 

In an extensive monograph, very recently from 
the press, Professor Wieting Pasha? of Constan- 
tinople also denies that the everted mucosa in a 
perforation of the intestine acts as a plug. On the 
contrary, he is convinced that such an eversion 
proves a veritable stoma for the thin intestinal 
contents. 

Professor Payr of the University of Leipsic 4 
advocates a small incision above the symphysis 
pubis under local analgesia, large enough to allow 
the introduction of a rubber tube of medium size. 

This operation must be performed within forty- 
eight hours after the receipt of injury, provided the 
patient is in good condition. Treatment is con- 
tinued in the sitting or lateral posture. By this 
procedure the blood effusion which is in the small 
pelvis and which becomes infected and suppurative, 
leading later to general peritonitis, is rendered in- 
nocuous. 

If the patient comes under observation after 
forty-eight hours Douglas’ pouch is to be examined 
and incised if protrusion, tenesmus, and difficulty 
in urination are present. The entire procedure is 
done per rectum. If there is a circumscribed pro- 
trusion the sphincter is stretched to a considerable 
extent, the mucous membrane over the swelling is 
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caught with two volsellum forceps, an aspirating 
syringe is introduced, and when decomposed blood, 
pus, or a turbid exudate is withdrawn, incision is 
made through the rectal wall with a knife or a 
Pacquelin cautery, and a rubber drain is introduced. 

If there is no circumscribed swelling of the pouch, 
but there are evidences of pelvic peritonitis, access 
is to be gained parasacrally. The coccyx is enu- 
cleated, the retrorectal fascia is divided longitudi- 
nally, the rectum exposed and pulled down, and the 
anterior peritoneal fold incised laterally. A drain 
is introduced and the open wound treated by loose 
tamponade. Payr proposes this method on the 
strength of favorable experience in his civil practice 

TREATMENT OF 


WOUNDS AT THE FRONT 


Professor Tuftier, the well-known French surgeon,} 
contributes his impressions from a study of con- 
ditions near the firing line. 

To begin with, he believes that the so-called 
antiseptic treatment of gunshot wounds has demon- 
strated its superiority over the aseptic method. He 
asserts that primary conservative surgery of the 
limbs will make amputation unnecessary, but 
admits that there is always danger lurking in gan- 
grene, and that amputation may finally be neces- 
sary. Immediate extraction of shell splinters 
when it can be done without great difficulty is 
indicated. In the matter of immobilization of the 
extremities he believes the double wood-splints, 
padded in the ordinary way, as used by the Germans, 
is the best and most effective method. Tuffier 
had hoped to go to the front and attempt to solve 
the problem of laparotomy for perforating abdominal 
wounds at frontal stations, but found septic sur- 
roundings and the inability to work without haste 
to be anatagonistic to abdominal section — a fact, 
by the way, which has been established since the 
Spanish-American and Boer campaigns. When, as 
often happens, percussion shows the presence of 
large intra-abdominal effusion, he says the best that 
can be done is to make a suprapubic incision under 
local anesthesia for the purpose of drainage (Mur- 
phy). Maintaining the patient in a sitting position 
and withholding all food until the patient can reach 
a hospital is the sum total of frontal treatment. 
Of six patients thus removed five were operated 
on. Tuffier says only one laparotomy was still alive 
when he lett. 

Observation of fifty cases of tetanus has con- 
vinced him that it is practically impossible to so 
dress the wounds as to absorb and neutralize the 
tetanus bacilli. Early injection of antitetanic serum 
in suspected cases alone is of value. 

In all other infected wounds associated with 
fracture or implicating joints, drainage must be 
carried out judiciously together with the extraction 
of the bullet, particles of cloth, and loose bone 
splinters. 

The most serious infection is gangrenous em- 
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physema. Tuflier does not believe that incisions 
with the cautery, deep injections of peroxide of 
hydrogen, or even amputation will avail, at least 
that has been his experience in five cases. Re- 
moval of foreign bodies is the best preventive treat- 
ment and will reduce the prevalence of this infection. 
He has seen six cases of secondary hemorrhage 
after fracture of the clavicle, humerus, femur, and 
tibia. In only one case did he succeed in tying the 
artery in the wound, because it was aseptic; in all 
others, ligatures had to be applied above the wounds. 
All patients recovered. 
THE DIAGNOSIS OF INJURIES BY 
BULLETS 


DUMDUM 


Professor P. von Bruns? discusses the history of 
these missiles, their unlawful use, and, most im- 
portant, how to establish their utilization from the 
character of the wounds. The dumdum problem 
is a caliber problem. All efforts in the past have 
been directed toward the reduction of the caliber for 
the purpose of increasing the ballistic properties 
and of reducing the weight of the cartridges. 

In the Franco-Prussian War in 1870 the Germans 
used missiles of a caliber of 15 mm., while the 
French used the Chassepot gun with missiles of 
only 11 mm. caliber. The latter produced com- 
paratively sraall wounds of entrance and exit, but 
occasionally injuries were observed with small 
wounds of entrance which showed a funnel shape in 
the interior, irregular torn wound channels, and 
gaping wounds of exit. 

This apparent explosive effect could then be 
ascribed only to explosive missiles, the use of which 
had been pronounced unlawful by the St. Peters- 
burg Convention in 1868. This experience led to 
bitter recriminations and diplomatic steps with the 
neutral powers. 

After the war, experiments proved that this ex- 
plosive effect could be obtained with simple lead 
bullets provided they struck with great velocity. 
The soft lead becomes deformed or bursts in the 
body and develops an explosive effect in the tissues 
in direct ratio to the liquid contents. This is 
known as the hydrodynamic effect. 

As the Chassepot bullet at close ranges had a 
great speed the explosive effect was easily explained 
and — the author admits — the accusations against 
the French had no justification. 

In 1886 the reduction of the caliber of the in- 
fantry missiles began (up to 6.5 mm.), and it was 
found that the terrific speed made them inapplicable 
even in the barrel of the gun, the rifling tearing to 
pieces the bullet and filling the grooves with lead. 
This necessitated the covering of the lead ‘‘kernel”’ 
with a jacket of hard metal such as steel, copper, or 
nickel. 

This innovation forced upon gunnery by tech- 
nology resulted in the production of more benign 
wounds. 
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The only army which utilized the partially 
jacketed bullets such as are used by sportsmen in 
hunting big game was the English army in its 
Indian frontier campaigns. At first the soldiers 
filed off the top of the mantle, but later the English 
government munition factory in Dumdum, near 
Calcutta, produced them. The purpose was to 
better disable the enemy. The author bases his 
statement on the reports of the English surgeons 
Davis and Hamilton, in the British Medical Journal 
toward the end of 1897. 

Von Bruns’ experiments show that the soft points 
of the bullets mushroom and produce the most 
terrible wounds, explosive in character. The 
principal question that presents itself is whether one 
can recognize from the character of a wound that it 
has been produced by a dumdum bullet. 

In observing individual wounds it must always 
be borne in mind that a wound of unusual character 
may be produced by jacketed bullets at close range, 
or after the missile has ricochetted, or the bullet has 
been deviated into a cross position or, finally, that 
the wound is due to a shell splinter. 

As a result of his extensive experiments von Bruns 
calls attention to the characteristic opening of the 
skin in the wound of exit. The wound of exit is 
strikingly large, 3 to 10 cm. in wounds of the soft 
parts, and up to more than 20 cm. long in bone 
wounds. The wound of exit occasionally presents 
a simple gaping tear-wound with sharp margins, 
but usually the skin is torn in two to six long parallel 
tears. If these longitudinal strips are severed 
transversely and partially thrown outward, large 
cutaneous defects are developed from which pro- 
trude rags of muscles and tendons. 

Ven Bruns has seen these parallel longitudinal 
cutaneous tears result only from soft-nosed and 
hollow missiles up to a distance of 600 meters. 
On the other hand, large wounds of exit are pro- 
duced also by full-jacketed bullets in wounds of the 
diaphyses of the long bones at close range, but 
these effects are not observed at ranges over 600 
meters. 

In the present war, fighting is going on at close 
range and the reports show that the near effects 
of infantry fire closely resemble injuries by artillery; 
one should, therefore, be extremely guarded in 
diagnosing dumdum bullets merely from the large 
wounds of exit. The longitudinal parallel tears 
of the wound of exit, however, are a reliable char- 
acteristic of explosive wounds. 

Incidentally, von Bruns takes up the question 
whether the new aluminum-lead bullets utilized 
by the English in the present war, since the battles 
around Lille, are not dumdum missiles pure and 
simple. The missile referred to is a pointed bullet 
with a very thin jacket which, however, does not 
envelop a simple lead ‘kernel,’ but at the top an 
aluminum conical point 10 millimeters long. 

The construction of this missile is such that the 
heavy lead “kernel” at the moment of contact 
presses against the aluminum ‘‘kernel,” tearing 
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the mantel, the lead “kernel”? becomes deformed, 
and frightful wounds result. Externally, of course, 
the missile appears to be jacketed and humane, but 
the presence of the aluminum “kernel” in the wound 
makes the diagnosis one of absolute certainty. 

From observations of ten wounded soldiers, von 
Bruns scathingly condemns these missiles as cun- 
ningly cruel, and illegal according to the Hague 
Declaration. 


NAVAL WOUNDS 


Charles A. Pannett of London! emphasizes the 
fact that bullet wounds in the ordinary sense are 
unknown in sea battles, all wounds being due to 
bursting shells or to fragments from the ship pro- 
duced by impact with shells. These wounds are 
multiple and very often extensive in character. 

Few of the wounds become infected, which Pan- 
nett believes may be due to washing with sea water. 
Suture of the wound is possible with a good chance 
for primary union. The good physique of the sailor 
makes him a good surgical risk, as reaction from 
shock is frequently observed. Infection on land is 
more frequent, because the soldiers lie in dirty sur- 
roundings, seldom receive prompt first-aid, and 
are often transported long distances for the first 
surgical aid to an improvised dressing station in some 
unhygienic building. As all shell wounds are of the 
lacerated, contused type, surgery is necessarily of a 
mutilating character. 

In modern sea battles calamities occur in which 
only those able to jump and swim in the sea can 
save themselves. Those suffering from wounds and 
contusions, or stunned by blows, either drown or 
freeze in the cold water. 

Most wounds seen by Pannett were of an ex- 
tremely mutilating character, extremities being 
blown off, bones splintered, eyes torn out, jaws torn 
across exposing the oral cavity, eyes gouged out, 
etc. 

Among the survivors he saw no serious chest 
wounds. A small fragment may pass through the 
chest, traversing the lung, causing hemoptysis for a 
few days, and still recovery result under expectant 
treatment, provided the wound does not become 
infected. 

First-aid is rendered on battleships, but no sur- 
geons are sent with English destroyers and torpedo 
boats. This Pannett decries as a serious blunder 
and suggests that student-dressers be sent on board 
each small craft to prevent infection of the wounds. 

Every man should receive a hypodermic injection 
of a large dose of morphine before removal to the 
hospital ship. 

All tourniquets which have been applied should 
be let alone at first until opportunity presents it- 
self for systematic examination and treatment. 
Operative treatment must be postponed until shock 
and anemia from hemorrhage are controlled. 
Often hours elapse before there is reaction from 
shock. Pannett used antiseptic treatment — 2.5 


1 Brit. J. Surg., rors, ii. 


per cent alcoholic iodine and carbolic 1:60. Re- 
tained fragments seen by réntgenography should be 
excised if not too deep seated, as then there is 
danger of spreading infection. 

It is a good plan not to condemn extensively 
injured limbs to amputation, as many which had 
been declared hopeless have recovered. It is 
better to err on the side of conservatism. 


HOSPITAL SHIPS 


Pannett ! believes that the advent of the water- 
plane and submarine is bound to revolutionize the 
care of the wounded on water. He takes issue with 
the plan of Surgeon-General Rixey of the U.S. 
Navy? to have hospital ships accompany fleets. 
Hospital ships cannot be built to travel fast enough 
to follow fleets and at the same time maintain the 
needed equilibrium in turbulent waters necessary 
to do surgical work. Such ships could not make 
ports at low tide; yet this is important, as ships must 
seek shelter and hospital ships must evacuate their 
wounded to port hospitals. 

Hospital ships should remain at some distance 
from the fleet engaged in battle, and men-of-war 
which desire to transfer their wounded must send 
them to the “floating hospital’? by destroyers, in 
this manner preserving fighting efficiency. 

In the present war the hospital ships in spite of 
almost insuperable difficulties have proved very 
useful,— far superior, indeed, to the improvised 
hospitals on shore because of the presence aboard 
of sterilizing and X-ray equipment. 

Ordinary ships can, of course, be transformed into 
hospital ships, but it is better to build them as such. 
Such a ship should not exceed 2,000 tons and should 
draw not more than 16 feet of water. It will ac- 
commodate too beds. 

Pannett attributed his ability to do good surgical 
work on the “Liberty” to the fact that the operating 
room was placed in the middle of the ship, with the 
floor five feet below the water-line, thus occupying 
a position where the boat’s movement is least felt. 
Proper ventilation is essential for after-treatment 
and all wards should be on deck, at least as many as 
possible. 

Good light and heat, and an arrangement to 
suspend or maintain in a fixed position all cots — 
in tiers if need be — in wards below deck, with an 
adequate supply of lavatories, bathrooms, and sink- 
rooms, and easy accessibility to all wards, are the 
main demands for good hospital ships. 


THE TREATMENT OF ACUTE EMPHYSEMATOUS 
GANGRENE 
Lieutenant-Colonel C. B. Lawson, of the Royal 
Army Medical Corps, and H. Beckwith Whitehouse,’ 
in a preliminary communication from Rouen, point 
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to the great incidence of tetanus and acute em- 
physematous gangrene among the wounded. They 
have adopted a new method of treatment which has 
shown marked success in their hands. In the 
months of September and October they had 17 
cases of gangrene. Of these, 3 were traumatic 
pure and simple, resulting in interference with the 
blood supply. The remaining 14 represented the 
type variously designated ‘infective gangrene,” 
“hospital gangrene,” or “emphysematous gan- 
grene.”’ Of these, 8 involved the upper, 6 the lower 
extremity. The first three cases were treated in the 
usual manner and proved fatal. In one case, am- 
putation did not relieve the shock and general in- 
fection, in the other two the process had already 
extended to the abdominal wall and amputation 
was out of the question. Applications of peroxide 
of hydrogen did not prove of any value whatever. 

The first patient of the new series had sustained 
his injury three days before reaching the hospital. 
He was in extremis. He showed a large lacerated 
wound on the posterior aspect of the right knee, 
extending upward into the muscles of the thigh. 
The wound was extremely foul, the surrounding 
tissues oedematous, devitalized, and emphysema- 
tous, with typical blebs on the skin. A long un- 
encapsulated anaérobic bacillus was cultivated from 
the fluid of the wound. Amputation was done 
through the upper third of the thigh. During 
operation it became apparent that the infection had 
already spread so high that amputation in healthy 
tissue was impossible. After 24 hours the flap 
showed infection. Peroxide of hydrogen under 
pressure was infiltrated into the tissues above the 
infective process. For this purpose small incisions 
were made, through which the drug was forced into 
the subcutaneous and subfacial planes by means 
of a Higginson syringe. The rapid evolution of gas 
distended the stump to an enormous size. At once 
the process was arrested, the infected portion 
sloughed away, and the surrounding skin assumed 
anormal tint. The patient recovered, and returned 
to England convalescent. In other cases similar 
treatment was given without amputation. 

The following conclusions were reached: 

1. Acute infective gangrene due to bacillus 
aérogenes capsulatus or bacillus oedematis maligni, 
in the case of the extremities, is at first a purely 
local process, spreading by direct continuity in the 
subcutaneous tissues. The muscles and deeper 
tissues are only involved inthe immediate neighbor- 
hood of the wound. When gangrene of the whole 
limb exists it is due to severe trauma, especially 
to the main vessels. Acute infective gangrene 
and traumatic gangrene may be superimposed. 

2. Amputation of a limb for acute emphysem- 
atous gangrene is unnecessary, unless the whole 
of the tissues are involved over a very extensive 
area. It is sufficient to remove only dead and dying 
tissues, and amputation high above the infected 
area is contra-indicated and may prove fatal from 


shock. 
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3. Infiltration of the healthy subcutaneous tissues 
with oxygen above the line of spreading gangrene is 
sufficient to check the advance of the infection, and 
in the majority of cases the limb may be saved. 

4. The most convenient means of applying nas- 
cent oxygen to the tissues is by the injection of warm 
neutral hydrogen peroxide. 

5. Since the operation is not unattended by risk, 
care must be taken to obviate shock and trauma to 
the veins. 


THE REMOVAL OF BULLETS BY THE ELECTRO- 
MAGNET 


Surgeon-General Prof. Dr. von Hofmeister of 
Stuttgart! refers to the great demand on the part 
of patients to have bullets removed in the erroneous 
belief that once the missile has left the body all 
danger from the injury is past —a notion from which 
even many medical men have not freed themselves. 

Recently a proposition has been made to utilize 
the giant electro-magnets for that purpose, in the 
same manner as the ophthalmologists use the ap- 
pliance to remove a metal splinter from the eye. 

About twelve years ago von Hofmeister extracted 
with ease a small iron rod from the bladder of a 
young man per urethram by means of Hirschberg’s 
hand-magnet, after introducing an attachment of 
soft iron, shaped like a catheter, into the urethra. 
Since then he has undertaken many experiments on 
freshly amputated extremities with negative re- 
sults. 

Even a perfectly new needle in the muscular tissue 
offers, through muscular adhesion, such a tremen- 
dous resistance that the 15-kg. pulling power of the 
electro-magnet applied closely and in the right 
direction does not suffice for extraction. It is 
absolutely impossible to pull out a small piece of 
iron from below a muscular layer, even if the latter 
be no thicker than paper. 

Clinically, von Hofmeister had only one favorable 
experience with the magnet. It concerned a case 
of a lodged part of a needle in the vola manus. The 
magnet raised the muscle layer over it with light- 
ning-like rapidity and the needle was then easily 
excised. 

Neunhoeffer proposes to utilize special magnetic 
probes (sounds) with the giant-magnet. He admits 
that he has not suceeded in pulling fragments 
through the tissue, but has moved them a bit nearer 
to the wound channel. This is a brutal and hazard- 
ous expedient, for the giant-magnet as compared 
with the hand-magnet is so powerful that its action is 
like that of a foreign body fastened to a strong cord 
on which a severe pull (compared with the switch- 
ing on of the current) is exerted and maintained un- 
til everything gives way to the passage of the frag- 
ment, only that the string is invisible. The frag- 
ments being irregular, often sharp-edged, there is 
naturally great danger of injuring nerves and blood- 
vessels in the path. 


1 Beitr. z. Klin. Chir., r915. xcvi, Kriegschirurgische Hefte, No. r. 
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Again, the question of infection looms up as a 
great danger. Certain experiences in military 
hospitals have shown conclusively that when a 
wound which has been doing well is subject to some 
jarring or irritation, dangerous infection (erysipelas) 
may be lighted up. Whether this irritation is from 
without inward or the opposite is immaterial. 

In this respect the réntgen rays, otherwise so in- 
valuable in military surgery, represent a veritable 
danger to the patients. A picture shows the bullet 
so plainly, so apparently easy to reach, that many 
have been tempted to attempt to remove the mis- 
siles. Only those who have been disappointed at 
not promptly finding the missiles and who have paid 
for their folly by anxiously watching the dangerous 
results of their unnecessary interference will fully 
realize the true meaning of the following axioms: 

1. A metallic foreign body is usually a harmless 
guest in human tissue. 

2. If phlegmons or abscesses have developed from 
the gunshot wound, the missile within plays but a 
secondary role. The purpose of removing a missile 
in such cases is to establish drainage and should be 
undertaken only when it lies loosely in the abscess 
cavity. One should take care not to “dig”? around 
for the fragments, as there is danger of spreading 
the infection. 

3. Removal of a missile is indicated when dem- 
onstrated to be in a location in which we know by 
experience that foreign bodies act harmfully, viz., 
in the eye, urinary bladder, trachea, etc., or when its 
presence produces definite disturbances, such as 
pressure on the nerves and blood-vessels, disturbed 
motion of articulations, tendons, or muscles, etc. 

It is evident that the last indication demands 
keen diagnostic judgment, and that the mere 
presence of a missile on a réntgenographic plate in 
itself is not sufficient. The author cites several 
interesting experiences which show conclusively 
that a positive réntgen picture is not synonymous 
with clinical symptoms apparently indicating 
extraction of the foreign body shown on the plate. 


LATE SECONDARY HAMORRHAGES 


These hemorrhages are graphically described by 
Privatdocent Dr. Schloeszmann? of Professor 
Perthes’ Clinic in Tiibingen. Late secondary 
hemorrhages of gunshot wounds differ from sec- 
ondary haemorrhages seen in civil practice to such an 
extent that the military surgeon is impressed by 
them with most disagreeable surprise, and prompt 
action is necessary if the patient’s life is not to be 
endangered. Indeed, patients suffering from pro- 
fuse secondary hemorrhages have been brought 
from neighboring reserve lazarets to Perthes’ 
Clinic for the purpose of operation, but many be- 
came exsanguinated and either died on the way or 
operative intervention came too late. In some 
cases lives could have been saved if the attendants 
had not waited too long. 


2 Beitr.z. Klin. Chir., 1915, xcvi, Kriegschirurgische Hefte, No. 1. 
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A peculiarity of late secondary hemorrhages is 
that they may occur without symptoms, so that the 
patient does not know what is going on. The 
blood flows through the dressings, then through the 
bed linen, through the mattress, and so on away 
from observation until the patient collapses, the 
warm covers preventing the patient from feeling 
the blood on the skin. 

Among many observations one is highly instruc- 
tive. The soldier was a medical student who was 
shot in the lég 15 days previous. The wounds of 
entrance and exit were granulating. At no time 
did the patient have a hemorrhage. The leg 
was placed in a fenestrated cast. 

While using the bedpan the patient felt dizzy and 
weak. Believing that the straining incident to de- 
fecation weakened him he ordered the pan removed, 
and he laid down. There was no improvement; 
cold perspiration appeared. The comrades in the 
ward noticed that he was exceedingly pale. The 
surgeon was sent for, who, on noticing the pallor 
of the lips, became suspicious and examined the 
wound and then noticed that the bed was full of 
blood. In this case the patient himself misled his 
neighbors by blaming his threatening syncope to 
the act of defecation. 

Another dangerous circumstance is the fact that 
these late secondary hemorrhages often occur during 
the night, when the patient is asleep, perhaps 
under the influence of an opiate or sedative, and he 
passes from sleep into unconsciousness and death. 

What causes these hemorrhages? There can 
be but two causes: either they are the sequel 
of secondary arrosion of the vessels, or they are due 
to primary injury of a blood-vessel on the battle- 
field. Arrosion hemorrhages are not unknown in 
civil practice. In gunshot wounds with com- 
minuted fractures a splinter may be pressing against 
a blood-vessel, producing circumscribed necrosis 
and rupture of the wall of the vessel. If the per- 
forations be large the resulting hemorrhages may 
become dangerous. In war there is great opportu- 
nity for the “piercing” of blood-vessels by splinters, 
to which must be added the danger from transport- 
ing the patients; nevertheless, these forms of ham- 
orrhage are comparatively rare. 

More frequently arrosion is due to suppuration 
and sepsis. Hemorrhage is usually venous because 
the thin-walled veins cannot resist suppurative 
processes as well as the arteries. For this reason 
this kind of hawmorrhage is seldom immediately 
fatal. The ‘‘attack” frequently ceases as soon as 
the surgeon reaches the wounded, only to reappear 
in his absence. It is impossible to tell where the 
hemorrhage comes from in a wound covered with 
granulations. The danger lies therein that under 


such circumstances the surgeon is tempted to be 
satisfied with tamponing the wound and waiting — 
until a stage of dangerous anzmia is reached. 

Suppuration and sepsis are closely related, al- 
though in the latter the haemorrhages are doubtless 
due to the altered composition of the blood — poor 
coagulation. 
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The prognosis of septic hamorrhages in connec- 
tion with the general condition of the patient is 
usually bad. 

Treatment may be attempted to improve the 
power of coagulation by the topical application of 
fresh serum, pressed meat juice, fresh defibrinated 
blood, or certain preparations, but we must not 
forget that we are dealing not with a disturbance of 
coagulation but with an absence of fibrin-forming 
factors, principally fibrinogen. — Constitutional 
treatment, therefore, is of equal importance. 
General improvement restores the fibrin-forming 
power of the blood, and the haemorrhages cease 
spontaneously. 

Surgical experience has shown that secondary 
arrosion of the vessels plays an unimportant réle 
in the development of late hemorrhages. Out of 
11 cases operated upon only 3 could be traced 
with certainty to that cause, and of these one was a 
grave septic secondary hemorrhage. Undoubtedly 
the majority of the late hamorrhages are due — 
and this is specially important —to a primary 
injury of the vessels by the bullet. 

Experience has shown that the modern pointed 
bullet with its great speed does not allow the vessels 
to get out of its path, and clean perforations or 
complete division of smaller vessels are the rule. 
Primary exsanguination is often prevented by the 
small caliber of the missile and the narrow wounds of 
entrance and exit. What develops is an effusion 
of blood in the vicinity of the vessel injury. The 
tissues move closer and “tamponade” the wound 
channel. A haematoma develops and remains in 
communication with the pulsating blood-stream, 
which has been designated aneurisma traumaticum 
spurium. 

Sometimes all this does not occur when the blood- 
vessel strongly retracts immediately after receipt 
of injury. Thombus formation acts as a provisional 
closure of the source of hemorrhage. 

In all these cases there is danger of a late sec- 
ondary hemorrhage. Suppuration, increased 
blood-pressure, due to coughing, straining, motion, 
etc., may cause expulsion of the incompletely 
organized thrombus. The danger of late hemor- 
rhages lasts up to the fifth week; that is to say, 
until adequate granulation and contraction of the 
wound channel have forced the injured vessel into 
the depth of the tissues. Late hamorrhages may 
occur also in through-and-through shots which run 
an aseptic course, even when the wounds of en- 
trance and exit have probably closed. These 
have a different significance as far as prognosis and 
therapy are concerned. 

Clinically the patients complain of gradually or 
rapidly increasing tension pain in the injured part, 
distally radiating nerve pains, and these are con- 
nected with peripheral paresthesia. Examination 
shows the vicinity of the wound swelled and thick- 
ened, and soon the entire distal portion is cedema- 
tous. These are symptoms of pressure of the 
intermuscular hematoma on nerves and_ veins. 
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The temperature is increased in the evenings. Un- 
der proper treatment the symptoms gradually 
disappear in a few days, though the paresthesia 
remains for some time. 

The diagnosis is comparatively easy when one 
bears in mind the anatomic relation of larger blood- 
vessels to the wound channel. A mistake is possible 
in the belief that we have to deal with a developing 
abscess, and when one is misled by the patients’ 
pleas to attempt an incision for the evacuation of 
the supposed pus the worst surprise is in store. Old 
and fresh coagula are pressed out by the oedematous 
muscles and soon there is a blood-stream where pus 
has been expected. 

Schloeszmann has made such a false diagnosis, 
as have several other excellent operators, and lost 
the patient from heart-failure in spite of rapid 
double ligation of the concerned blood-vessel — 
the femoral. 

Indications for operative intervention in late 
secondary hemorrhage from gunshot wounds can be 
formulated thus: 

1. When a grave hemorrhage has occurred once. 

2. When a comparatively small haemorrhage is 
repeated, perhaps to show by its increase, arterial 
character. 

3. When smaller venous hemorrhages exhaust 
the patient, producing a condition of increasing 
anemia. 

As regards the question of vessel suture the author 
believes that suppuration, haematoma, etc., forbid 
vessel suture, to say nothing of time, thickened walls, 
etc. In reality, ligature at a point of selection is 
only an emergency measure and must not be looked 
upon as a definite measure of arrest of haemor- 
rhage. One simply admits thereby the inability 
to reach the real source of hemorrhage and one must 
not be surprised to observe a return of the hemor- 
rhage from the collaterals after a brief time. This 
is best illustrated by the following case, which is 
highly instructive. 

A soldier was shot September 12, the infantry 
missile passing from the left processus mastoideus 
to the right inner eye angle. September 25th, 
there was a profuse secondary hemorrhage from the 
left ear canal. ‘There was a cessation of the hemor- 
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rhage after tamponade with iodoform gauze and 
even after removal of the tampon. October 1st 
a second late hemorrhage occurred from the wound 
of entrance during the night. After tamponade it 
ceased. At once upon examination of the wound, 
profuse bleeding began from the ear and the wound 
of entrance. As the bone was in the way the ex- 
ternal carotid was ligated under anesthesia. 
Sounding of the wound channel produced no hemor- 
rhage. October 1toth there was an exceedingly 
violent hemorrhage (the third) from the wound 
of entrance. Operation showed that the arteria 
auricularis profunda had been injured by shot and 
was the source of hemorrhage. Ligation was fol- 
lowed by recovery. 

This case shows that the only proper treatment is 
ligation of a vessel at the site of injury. 


TECHNIQUE OF AMPUTATION 


Amputations no matter for what purpose should 
be of the simplest possible character in field surgery. 
Complicated methods require too much time, and 
in the majority of instances flaps will slough. Sim- 
ple circular amputation of the upper and lower ex- 
tremities is the method of choice. 

Stabsarzt Dr. Moser,! a regimental surgeon of the 
German Landwehr, from his personal experience 
during the present war suggests a simple modifica- 
tion for the purpose of saving blood without prelim- 
inary constriction. 

He makes a circular incision through the skin in 
a normal region, and divides the soft tissues by a 
like cut, only a little more centrally, but leaves 
intact those portions which contain the larger 
blood-vessels. After sawing through the bone or 
bones he secures the blood-vessels as high as possible 
by transfixion sutures in the soft parts, which are 
next divided distally. Over the ligatures, muscles 
and skin are approximated as closely as possible by 
two sutures and the stump dressed with the aid of 
adhesive strips. Moser did not lose enough blood 
(two cuts were through the upper third of the 
thigh) to require the use of a sponge. All his 


patients recovered after transportation to the rear. 
1 Deutsche mil.-iirztl. Ztschr., Berl., 1914, Dec. 
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Lewis, H. F.: Operations for Laceration of the 
Cervix Uteri. J/linois M.J., 1915, xxvii, 115. 
By Surg., Gynec. & Obst. 

Fresh lacerations of the cervix rarely require 
treatment except aseptic prophylaxis. Immediate 
repair only is indicated when the tear has extended 
far enough up the portio to sever a branch of the 
uterine artery large enough to cause dangerous 
hemorrhage; otherwise the danger of infection is 
too great to justify the rather remote advantages. 

Laceration of the cervix per se is no indication for 
the secondary operation. Most multipare have 
more or less cervical laceration without symptoms 
which can rationally be attributed to that con- 
dition. 

The complications of the laceration are the only 
proper reasons for operating. These are: sterility 
or repeated early abortions; presence of granula- 
tions, erosions, or eversion of the mucous membrane 
of the cervical canal, especially hypertrophy of the 
anterior and posterior lips of the torn cervix with 
signs of chronic infection or passive congestion. 

The etiological rdle of lacerations as predisposing 
factors in cancer is doubtful, but probably enough 
to have some weight in the decision to operate. 

The two main types of operation are trachelor- 
rhaphy and amputation. The former is adapted 
to those cases where there is little or no hypertrophy 
or infection; the latter for cases where hypertrophy 
and infection of the lips of the torn cervix exists; 
that is, in the majority of cases where any operation 
is indicated. Epwarp L, 


Falgowski: Tendency Toward Conservative Opera- 
tion for Myoma of the Uterus (Uber die kon- 
servative Tendenz bei der Operation der Uterus- 
myoms). Gyndk. Rundschau, 1914, viii, 351. 

By Zentralbl. f. d. ges Gynik. u. Geburtsh. s. d. Grenzgeb. 


Seventy-eight cases of myoma were operated 
upon. All the women recovered and no injuries 
resulted. Forty-one cases were operated upon 
abdominally and 37 through the vagina. Of 4o 
conservative operations 29 were by laparotomy. 

In view of the good results with reference to both 
mortality and morbidity in the conservative opera- 
tion for myoma, the author sees no reason why opera- 
tion for myoma should be given up in favor of 
radical réntgen treatment. In spite of many 
successful results from réntgen treatment, Fal- 
gowski recommends that myomata be removed by 
operation, as the mortality can be reduced to zero; 
the functional capacity of the sexual organs is less 
injured than by irradiation. FROMMER. 


Tracy, S. E.: The Treatment of Fibromyomata 
Uteri, Whether Surgery or Radiotherapy. 
Penn. Med. J., 1915, xviii, 353. 

By Surg., Gynec. & Obst. 

The author discusses the question as to whether 
fibromyomata uteri are best treated by operation 
or by radiotherapy. The literature is reviewed 
and some interesting deductions made from former 
statistical studies. He quotes from a series of 
3,561 cases operated upon and collected about six 
years ago, wherein 1,189, cases, 33.38 per cent, 
showed degeneration and changes in the tumor 
and uterus or in the tubes, ovaries, or broad liga- 
ments of such nature as to preclude cure by X-ray 
treatment. Malignancy was present in 4 per cent 
of the cases. In Tracy’s own series of 79 cases, 
carcinoma occurred 5 times in the corpus and once 
in the cervix, sarcoma once, malignant cyst of 
the ovary with secondary involvement of the uterus 
once, a total of 8 or 1o per cent. 

In view of the statements by some réntgenologists 
that the X-rays should be used in the treatment of 
fibromyomata uteri only in women past the age of 
40, the author calls attention to his collection of 
114 cases, published in 1908, wherein it is shown that 
74, or 64.9 per cent, occurred after the age of 4o. 

Of Tracy’s 87 cases there were two deaths. He 
believes that the mortality among skilled surgeons 
is between two and three per cent. He is decidedly 
of the opinion that X-ray treatment at best is 
but palliative and quotes Rovsing as stating the 
belief that radium promotes instead of checks 
cancer. Radiotherapy seems to be equally limited 
in value. 

R6éntgenotherapy should be limited to the treat- 
ment of these tumors as follows: (1) in a patient 
whose general health is so much below par, from 
any cause, that she could not withstand the shock 
of an operation; (2) in cases of marked anemia to 
control bleeding until the patient is sufficiently 
restored to health to undergo an operation; (3) 
in a patient who continues to bleed after a myomec- 
tomy, the specimen removed showing no malignancy. 

Early surgical intervention is the only rational 
treatment for these tumors which produce symp- 
toms, except as stated above. Carey CULBERTSON. 


Novak, E.: The Atropin Treatment of Dysmen- 
orrhea. J. Am. M. Ass., 1915, lxiv, 120. 

By Surg., Gynec. & Obst. 

The use of atropin in the treatment of spasmodic 

dysmenorrhoea is based on the fact that atropin 

diminishes the irritability of the autonomic nerve- 

endings in the uterus. In 1910 Drenkhahn reported 


remarkable results from the injection of a solution 
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of atropin directly into the cervical canal — 1 mg. 
of atropin in 1 ccm. of water. 

The author’s experience with the atropin treat- 
ment of spasmodic dysmenorrhcea has been most 
encouraging. In the frequent cases of young, un- 
married women, in whom pelvic examination is 
obviously undesirable and who present the classic 
picture of spasmodic pain recurring with each 
menstruation, the atropin treatment is indicated 
without the preliminary of pelvic examination. 
The author, in his own cases, followed the plan of 
Novak, though somewhat larger doses were fre- 
quently administered. His experience has been 
that the cases which respond most favorably are, 
speaking generally, those in which the atropin treat- 
ment has been pushed to the point of tolerance. 
The plan has been to commence the administration 
of the drug two days before menstruation is ex- 
pected to appear and to continue its use until the 
second or third day of menstruation, depending on 
the usual duration of the pain. Ordinarily, about 
1:100 grain is given three times a day unless some 
pain appears, in which event, if there are no symp- 
toms of atropin saturation, the doses may be given 
somewhat more frequently. Many patients com- 
plain of dryness of the throat, itching of the skin, 
and sometimes even disturbed accommodation, in 
which case it may be necessary to lessen the dosage 
somewhat. When it is desired to study the effect 
of the atropin on dysmenorrhea, it is best to ad- 
minister it alone, as in tablet form. In some cases, 
however, he has combined it with various other 
drugs of analgesic nature, such as aspirin. 

Epwarp L. CorNELL. 


Spitzig, B. L.: The Use of Citric Salts in Congestive 
Dysmenorrheea, the Relation of the Latter to 
the Vagotonic State. J. Am. M. Ass., 1915, lxiv, 
733. By Surg., Gynec. & Obst. 


Increased viscosity of the blood is a factor in the 
production of dysmenorrhcea. The causative fac- 
tor is faulty hygiene, defective elimination, nitroge- 
nous overindulgence, sedentary occupation, and 
tight lacing. At the time of uterine congestion, 
the blood in this organ is more viscid, and with the 
accompanying stasis there is greater infiltration of 
serum into the neighboring tissues. This induces 
a change in the chemical equilibrium of the endome- 
trial cells by causing the cellular colloids to absorb 
more serum, transforming this gelatinous material 
into a viscid mass. The effects are greater disten- 
tion of the spongy layer and increased vascular 
stasis and mucus production, with consequent 
shedding of fibrinous and thrombotic membranes. 
With this morbid state the ovum cannot readily 
engraft itself, and sterility is a frequent sequel. 
Reducing the viscid blood inhibits the formation of 
clots and membranes; stasis is diminished and ex- 
cessive oedema of the endometrium retarded. 
Bleeding through the glands is increased and diape- 
desis through the stroma and epithelium lessened. 

In regard to treatment, nitrogenous food raises 
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the viscosity of the blood and accordingly is re- 
stricted before the menses. Catharsis depletes the 
portal circulation and at times a hot compress is 
applied for the purpose of relaxation. The impor- 
tant procedure is the reduction of viscosity through 
the use of sodium citrate, 20 grains, three times 
daily, during the week or two preceding the expect- 
ed period. The mode of action is peculiar to the 
citrates. Diuresis does not explain the results. It 
seems probable that the alkaline citrate neu- 
tralizes carbonic acid and other waste products 
and increases oxidation, thus proving to be the most 
efficient method for preventing cellular oedema and 
diminishing viscosity. 

The clinical evidence in support of the efficacy 
of this treatment is the lessening of pain and the 
reduction of clots and membranes in the menstrual 
discharge. Further, nausea, dizziness, headache, 
and mental irritability are vastly improved. 

There are types in which dysmenorrheea is an 
expression of the vagotonic state. Increased irri- 
tability of the craniosacral nerves leads to a higher 
degree of uterine and cervical spasm. Atropin re- 
lieves the condition. Epwarp L. CorNELL. 


Theodor, P.: Bacteriological Examination of Blood 
After Curettage (Bakteriologische Blutunter- 
suchungen nach Curettagen). Beitr. z. Klin. d. 
Infektionskr. u. z. Immunitatsforsch., 1914, iii, 337. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In cases in which after abortion the uterus is 
sufficiently firm and contracted and where continued 
bleeding indicates that remnants are retained, the 
uterus is no longer emptied with the finger, but is 
curetted in order to prevent the mechanical push- 
ing of the bacteria into the circulation. Two to 
three minutes after the curettage aérobic and 
anaérobic blood-cultures were made in 60 cases. 
Theodor found bacteremia in only 15 per cent of 
cases after curettage for febrile abortion, while 
there was bacteremia in 77 per cent of the cases 
in which the uterus was emptied with the finger. 
Salpingitis as a complication was rare, occurring 
in 13.3 per cent of the cases. In none of the 60 
cases reported was there an infection of the veins or 
lymphatic vessels of the parametrium, or sepsis. 

GOLDSCHMIDT. 


Dorr, R. C.: Some of the Malformations of the 
Uterus and Vagina; Report of a Case of One 
of the Rarest Forms. Southwest J. M. & S., 
IQI5, XXiii, 7. By Surg., Gynec. & Obst. 
Dorr reports the case of a woman, aged 35, 
mother of four children. Family history negative. 
A few days before her examination she had an 
abortion with resulting sepsis. She was found 
to have a double vagina, the septum extending well 
between the labia majora; there was a foetid dis- 
charge from the left uterus. One and one-half 
years before she had been delivered of a healthy 
male child from the right uterus. All the children 
are healthy. C. D. Hormes. 
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Hutchins, H. T.: A Few Notes on the Treatment of 
Anteposed Uteri. Bosion M. & S. J., 1915, 
clxxii, 18. By Surg., Gynec. & Obst. 

For many years an anteposed fundus has been 
regarded as the normal position of the uterus, and a 
uterus found in this position has been thought in- 
capable of producing pelvic symptoms, especially 
those of low sacral backache, pelvic drag, and pelvic 
congestion. That the classical symptoms of retro- 
position of the fundus not only can be, but fre- 
quently are, caused by a uterus in anteposition, the 
author believes to be true. 

The anteposed uterus has received but little 
attention from a symptomatic standpoint. The 
author’s attention was called to this fact by the 
appearance of many patients in his clinic complain- 
ing of low sacral backache and feelings of lack of 
low abdominal support, pelvic drag, etc., in whom, 
on examination, the fundus was found to be ante- 
posed. At first he was at a loss to explain these 
symptoms, which occurred as frequently in women 
who had not borne children as in those who had. 
Study soon showed that the anteposed uterus was 
capable of as wide excursions from the normal as 
the retroposed. So many cases appeared with 
retroposed fundus who had no symptoms of back- 
ache and pelvic drag that the position of the fundus 
was disregarded entirely in making the diagnosis. 
Attention was confined to the relative position of 
the cervix only in relation to the pelvic frame. 
It was then found that the anteposed uteri did not 
occupy a fixed position in relation to the pelvis, 
but they were found to be in varying degrees of 
ascensus and descensus, according to the stability 
of the cervical supports. Some were found to be 
held snugly up to the symphysis, with the bladder 
and anterior vaginal wall well supported, while 
others were found to have dropped back toward 
the hollow of the sacrum, while still maintaining 
their anteposed positions. It was possible by 
properly !placed tampons, which forced the uterus 
as a whole well upward, relieving the drag on the 
cervical supports, to relieve the patient of all her 
symptoms. 

Opening the abdomen by a generous incision the 
following conditions were noted: In cases where the 
uterus as a whole is well held up in the pelvis by its 
cervical supports, whether the fundus is in ante- 
or retroposition, there will be (1) no fullness, con- 
gestion, or dilatation of the ovarian and anastomos- 
ing veins as they run through the infundibulopelvic 
and broad ligaments; (2) there will be present no 
drag on the parietal peritoneum covering the lateral 
walls of the pelvis, especially that part covering 
the infundibulopelvic, ligament; (3) there will be no 
tension on either the round or uterosacral ligaments, 
which, in turn, are covered by parietal peritoneum; 
(4) there will be no descent of the bladder or en- 
gorgement of the vesicle veins. 

Quite a different picture is presented in that 
group of cases in which the cervical supports have 
given way and the uterus as a whole has descended 
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into the bottom of the pelvis, still without regard as 
to whether the fundus is anteverted or retroverted. 
In this group of cases there is seen on inspection: 
(1) The ovarian and anastomosing veins full, con- 
gested, and dilated, forming a so-called varicocele of 
greater or less intensity. This fullness and dis- 
tention extends throughout the pelvic portion of 
these veins, but, it will be noticed, ends abruptly 
as the veins cross the posterior pelvic brim from 
which point upward they are normal in size. (2) 
The infundibulopelvic ligament and parietal perito- 
neum are put decidedly on the stretch, the chief 
drag coming from the posterior part of the pelvis 
at or near the attachments over the sacro-iliac 
joint. (3) The round and _ uterosacral ligament: 
share in this drag. (4) The bladder has gone 
down with the descent of the cervix and the vesical 
veins have shared the general pelvic engorgement. 
The observations made at the time of operation 
and the results that have been obtained by operation 
have led to the conclusion that sacral pain and 
backache may be caused by a uterus in descensus, 
regardless of the position of the fundus, provided 
that by this descent the pull is transmitted to the 
parietal peritoneum covering the ovarian vessels 
forming the so-called infundibulopelvic ligament, 
and that with this pull there is present a stasis in 
the ovarian and anastomosing veins. This pos- 
sibility should be borne in mind when examining 
a patient, whether the fundus is forward or not, and 
the amount of the descensus noted. A moment 
taken at the time of operation to inspect structures 
in silu is well spent and may lead to a more beneficial 
operative procedure than by following an accus- 
tomed routine. The effect of a suspension of the 
uterus should be noted as far as possible before the 
method of performing that suspension is determined 
upon. Epwarp L. Cornett. 


Noble, G. H.: Intra-Abdominal Dynamics and the 
Mechanical Principles Involved in the Cause 
of Backward and Downward Displacements of 
the Uterus. Surg., Gynec. & Obst., 1915, xx, 45. 

By Surg., Gynec. & Obst. 

The author exhibits original work, and takes up 
this subject from a new viewpoint. He begins with 
intra-abdominal dynamics, having arrived at a 
working basis by measuring intra-abdominal pres- 
sure in the active, passive, normal, and abnormal 
states. By the use of an apparatus he designed for 
the purpose he represents the uterine ligaments as 
sustaining 25 per cent of abdominal strain and he 
describes the transmission of the excess to the side 
walls and floor of the pelvis. He deals carefully with 
the anatomy of the pelvic ligaments and fascia and 
compares their action and functions in varying cir- 
cumstances. 

Attention is called to the fact that the four pairs 
of muscular ligaments are made up of unstriped 
muscular fibers—muscular prolongations from the 
uterine muscularis; that they behave not unlike 
the uterus in varying circumstances; they become 
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softened, oedematous, and relaxed in puerperal in- 
fection, and are incapable of sustaining the uterus. 
In health these ligaments hypertrophy and help to 
bear increasing weight in the early months of preg- 
nancy. 

A system of units is employed to express com- 
paratively the difference of pressure exerted upon 
the upper and lower poles and the anterior and 
posterior surface of the uterus and its effect in 
maintaining the nearly even balance of the uterus 
in the pelvis. On the other hand, he shows what 
little disturbance will destroy this balance and 
revolve that organ around the pivotal point. He 
also deals with abdominal pressure and the mechan- 
ical principles involved in connection with lesions 
of the pelvic floor; measuring the full extent of ab- 
dominal strain at the vaginal orifice when the perin- 
eum is destroyed; dissipation of diaphragmatic dis- 
placement in relaxed abdominal walls; describes con- 
ditions predisposing to cystocele and rectocele, and 
tells when one will likely precede the other. 

An account is also given of retrodisplacements 
having their origin in the puerperal state. This paper 
is clear, concise, and shows a great deal of study. 
It contains many other points of interest. 
Roberts, W. O.: Inversion of the Uterus. Jnlernat. 

J. Surg., 1915, XXviii, 33. 
By Surg., Gynec. & Obst. 

In this paper the author gives some notes on the 
history, relative occurrence of this condition, its 
etiology, diagnosis, pathology, and symptomatology, 
as well as its prognosis and treatment. 

Uterine inversion was recognized and its etiology 
apparently understood by the ancients, for Hippoc- 
rates in 430 B.C. gives a clear description of its 
pathology and refers to treatment by manual re- 
position (taxis). Soranus in 110 A.D. excised a 
gangrenous inverted uterus which was followed by 
recovery of the patient. From a large number of 
reports on the relative occurrence of inversion of the 
uterus it seems to be present about once in 130,000 
labors, but the author thinks this is perhaps not 
correct, as the condition probably is found in pri- 
vate practice many times and not reported. Thorne 
in 1911 collected from the literature 641 cases of 
inversion, of which 82.2 per cent were obstetrical 
in Origin; 13 per cent due to uterine tumors; 2.2 per 
cent occurred post-partum; 2 per cent idiopathic; 
and 1.6 per cent occurred after abortions or prema- 
ture labors. Of 400 cases collected by Crosse 
88 per cent were puerperal, 12 per cent being due to 
neoplasms and other causes. Regarding age, by 
far the largest number are met with between 20 and 
30, as this is the period of the greatest number of 
births. 

Of the primary and secondary obstetrical causes 
the following are entitled to specific emphasis: 

1. Primary and_ essential — uterine relaxation: 
(a) From so-called uterine inertia; 
(6) From mechanical failure of the muscula- 
ture (paralysis). 
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2. Secondary —fundal pressure (above), 
traction (below): 
(a) From improper application of the Crede 
method; 
(b) From inordinate funic traction; 
(c) From naturally short or mechanically 
shortened funis. 
3. Other factors which contribute to uterine inertia 
are: 
(a) Unduly prolonged labor; 
(b) Systemic debilitating disease. 
4. Purely idiopathic — rare. 
Of the recognized gynecological causes of in- 
version, only the following need be mentioned: 
1. Uterine neoplasms: 
(a) Fibromata— intra-uterine, submucous, and 
polypi; 
(b) Sarcoma, carcinoma. 

Contrary to the generally accepted opinion, the 
diagnosis of uterine inversion is sometimes quite 
difficult of accomplishment. The roundness of its 
body, the narrowness of its neck, and its being en- 
circled by the orifice of the uterus sometimes makes 
it resemble exactly a polypus of the fundus. The 
condition must be differentiated from sarcoma, 
polyp, and fibroma, as well as from exaggerated 
and complicated procidentia. Examination during 
the administration of an anesthetic may demon- 
strate the presence of contractions in an inverted 
uterus, thus distinguishing the mass from a tumor. 
With the patient anesthetized it may be possible 
to detect a depression at the normal fundal site. 

Practically all the acute cases occur during or 
immediately after the third stage of labor, the car- 
dinal symptoms being hemorrhage, shock, and pain. 
Local infection often occurs and is always a danger- 
ous complication. Vaginal examination reveals a 
soft, pear-shaped, bleeding mass, with the placenta 
often attached thereto, while in chronic cases the 
symptoms may be greatly modified; vesical and 
rectal symptoms are not uncommon. Whether 
there is partial or complete vulvar fundal protru- 
sion depends on the degree of inversion. In the 
presence of incomplete inversion or considerable 
endometrial oedema the tubal orifices may not be 
demonstrable. 

In acute cases the prognosis is always grave and 
the earlier the condition is recognized and proper 
treatment instituted the more favorable the out- 
come. If the condition once becomes chronic there 
may be little variation in the pathology or symp- 
tomatology for months or years. The prognosis 
is variously given by different men as 14, 25, 35, 
70, and 75 per cent, with a comparatively low 
mortality with the chronic cases. Treatment may 
be operative, non-operative, and mechanical. Oc- 
casionally spontaneous reduction occurs in acute 
cases. Where manual reduction seems applicable 
in acute cases, it should be undertaken immediately. 
Some sort of support may be needed for a time, the 
patient being kept absolutely quiet. Operation is the 
only recourse in the majority of the chronic cases. 
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Of all surgical procedures recommended for this 
condition vaginal hysterectomy is probably most 
satisfactory, unless the patient is early in the child- 
bearing period, when a more conservative procedure 
may be considered. The author reports two cases 
of his own, one acute and one of a few months’ 
duration. 

The first case, the patient, a thin, delicate woman, 
aged 23, had had a tedious labor with her first 
child, followed by forceps extraction. The placenta 
was delivered by the Credé method with copius 
haemorrhage and inversion immediately following, 
which was reduced at once by taxis. Delivery six 
years later was perfectly normal with no recurrence 
of inversion. The second case was a woman, aged 
25, whose first labor was very long, the delivery 
being finally accomplished without forceps. The 
placenta was delivered within one-half hour and a 
vaginal tumor larger than a goose egg was noticed 
immediately. Hamorrhage was slight for two 
months, followed by one or two months’ excessive 
flow. The patient became greatly exsanguinated 
and a vaginal excision was done near the constricted 
portion leaving a one and one-half inch stump. 
Recovery was uneventful. C. D. Hotmes. 


Carnelli, R.: Treatment of Prolapse of the Uterus 
by the Schauta-Wertheim Operation (Sulla 
cura del prolasso dell’ utero coll’ operazione di 
Schauta-Wertheim). Ginecologia, 1914, x, 737. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author gives a detailed discussion of the 
literature on the treatment of prolapse, a description 
of the Schauta-Wertheim operation, and a table 
showing the results of 14 Schauta-Wertheim opera- 
tions performed at Solari’s clinic. The post-opera- 
tive course was always good. Euphoria, often 


ischuria, dysuria, and pollakiuria followed the 
operation. The patients were catheterized as a 


matter of routine and often given enemata. They 
remained in bed a month. No vaginal irrigations 
were given, the vagina being merely dry sponged. 

Among the 6 cases operated upon from 1909 to 
1911 there were no recurrences; among the 3 in 
1912 there was one recurrence. In this case, in 
which there was total prolapse of the uterus and 
vagina, colpoperineorrhaphy was not performed. 
Among the 5 cases operated upon in 1913 there 
were no recurrences. One of these patients who 
was not sterilized had an abortion three months 
later. The pregnancy was accompanied by pain 
and ischuria; there was no displacement of the 
uterus. 

In operating for prolapse it is preferable that the 
operator should have a great deal of experience in 
the method chosen. MEstRON. 


Duckering, F. W.: Plastic Surgery in Procidentia. 
Boston M. & S. J., 1915, clxxii, 292. 
By Surg., Gynec. & Obst. 


The author reports twenty-five cases of pro- 
cidentia which were operated on solely by the 
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vaginal route. The operative procedure was as 
follows: The cervix was dilated and the uterus 
curetted; a circular incision was made about the 
cervix; the bladder and rectum were pulled back. 
Then one to two inches of the cervix was amputated 
after the uterine vessels had been tied off in women 
beyond the child-bearing age. For the cystocele 
the author has recently used a central-flap operation 
with good results, and for the perineum the usual 
Emmet operation. 

The results although showing some few recur- 
rences are surprisingly good, in view of the fact that 
no abdominal operation was performed. 

DONALD MACOMBER. 


Kraus, E.: Anzesthetization of the Uterus (Zur 
Aniisthesierung des Uterus). Miinchen. med. 
Wehuschr., 1914, Ixi, 1515. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author uses novocaine-suprarenin with 
syrupus simplex in the proportions of too gr. 
syrupus, 5 gr. novocaine, and o.15 gr. suprarenin 
(Héchst). After boiling the mixture he applies 
it with sterile Hagar’s dilators. 

The sugar-coated tablets are dipped in lukewarm 
water before being applied. Each tablet is left 
in the cervix until the coating is melted, after which 
anesthesia takes place. The method was success- 
ful in 24 cases. Escu. 


Lieb, C. C.: The Pharmacology and Physiology of 
the Excised Human Uterus. Am. J. Obst., N. Y., 
1915, Ixxi, 209. By Surg., Gynec. & Obst. 

The author reviews the recent work along these 
lines and gives a description of his experiments and 
the results. As soon as the organs had been ex- 
cised, strips were cut from them and transferred to 
a large jar containing 500 ccm. of oxygenated 
Ringer’s solution. If the tissue was to be studied 
immediately the temperature was kept at 38° C.; 
if for later tests it was immersed in a solution at 
5 to 10° and put in the ice box. For the study of 
uterine tissue a small segment was excised from the 
outer muscular layer. The movements of the mus- 
cle were recorded by a lever of the first order on the 
smoked paper of a slowly turning kymograph. 

In the non-pregnant uterus he found the con- 
tractions of the external coat slow but powerful. 
The movements may be regular in their rhythm or 
the interval between successive contractions may 
differ greatly. With the parturient uterus he found 
that the movements of the external longitudinal 
coat are of two types. In the first they are simple 
waves, and there is little change in tonus. In 
the second there are large coarse waves on which are 
superimposed smaller contractions. In the one 
case, in which the movements of the oblique fibers 
of the middle coat were recorded, the waves were of 
the first type. 

He found that the longitudinal fibers of the fallo- 
pian tube have a much faster rate of contraction, 
and in the non-pregnant tube the rate varied from 
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120 to 200 per hour. The movements of the inner 
circular fibers closely resemble those of the outer. 
With pregnancy, however, the movements of both 
the circular and longitudinal fibers become slower 
but stronger, and the tonus changes become very 
pronounced. 

These experiments show that the uterus and tubes 
contract and relax rhythmically when completely 
separated from the central nervous system, and the 
author believes that the stimuli arise within the 
muscle fibers. He suggests that the wave may 
begin in the tube, sweep over it, and finally involve 
the uterus. 

The non-pregnant uterus is inhibited by sympa- 
thetic stimulation and by epinephrine; the pregnant 
uterus is thrown into increased activity. From his 
experiments the author believes that the sympa- 
thetic innervation of the human uterus is always 
motor in quality. Epinephrine, while valuable in a 
douche for post-partem hemorrhage, should not 
be given intravenously, and: should not be used 
as an ecbolic. 

The use of ergotoxine caused a powerful con- 
traction of the muscle-fibers of the parturient 
uterus, which passed over into very high tonus. 
There was a suggestion of tetanus, soon broken 
through, however, by numerous contractions. The 
rate of these waves was about twice the normal. 
Parahydroxyphenalethylamine, which is closely 
related chemically to epinephrine, simulates in its 
action the stimulation of the true sympathetic 
nervous system. Beta-imidoazolyethylamine 
causes an increase in tonus, and there is a distinct 
tendency for the feeble spontaneous contractions 
to pass into a tetanus. Ergot causes a very slight 
increase in tonus but a considerable augmentation 
of the rate and strength of the individual move- 
ments. 

Pituitary extract made the movements of the 
oblique fibers of a uterus removed by caesarean 
section stronger and much more rapid; the tonus 
was greatly increased. Even with very large doses 
there was no tetanus. The non-pregnant uterus, 
however, is unaffected or is depressed. The author 
suggests that the pregnant uterus becomes sen- 
sitized to pituitary extract. C. H. Davis. 


Haines, W. D.: Hysterectomy from the Viewpoint 
of the General Surgeon. Lancet-Clin., 1915, 
cxiii, 41. By Surg., Gynec. & Obst. 

The problem of when to remove the uterus and 
when not to in gonorrhoeal infections, next to the 
early recognition and radical treatment of cancer 
of the uterus, is the most important problem which 
awaits solution at the hands of the present and 
future gynecologist. 

In dealing with an ascending infection which has 
involved the glandular structure of the uterus and 
destroyed the functional powers of the tubes and 
ovaries, surgeons are almost of one mind concerning 
the removal of the diseased appendages. To the 
author’s mind, the larger problem of dealing with 
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the infected uterus should be the chief concern. 
Manifestly there is nothing to be gained by leaving 
an enlarged, painful uterus in dealing with double 
gonorrhoeal tubo-ovarian lesions; on the contrary, 
lost opportunity, prolonged post-operative mor- 
bidity, and the humiliating experience of seeing the 
patient drift from one physician to another in search 
of relief are not infrequently witnessed by those 
given to such practice. It is good surgery to 
operate during the quiescent stage of the disease, 
by removal of tubes, ovaries, uterus, and infected 
vaginal glands. The most important of all con- 
ditions demanding hysterectomy is cancer of the 
cervix or body of the uterus. 

The author also recommends hysterectomy in 
cases of fibroid tumors of the uterus which cannot 
be removed by myotomy. Epwarp L. CorNeELt. 


Stone, I. S.: The Temperature Range After Supra- 
vaginal Hysterectomy for Myofibromata. Svrz., 
Gynec. & Obst., 1915, xx, 181. 

By Surg., Gynec. & Obst. 

The author asks, ‘‘What is a normal temper- 
ature?”’ In almost all cases a rise of one or two 
degrees has been observed and in most instances 
no morbidity has been discovered. 

However, careful examination of the region about 
the cervical stump occasionally discloses certain 
indurations, hematomata, ovarian swelling, etc., 
which the author believes favor the development of 
morbidity, if infection occurs. He has concluded 
that phlebitis and embolism have their inception 
from this source. The author has found the 
“remaining ovary” enlarged (swollen) in several 
instances and has found that such ovaries may 
become cystic. 

In order to secure a perfectly aseptic field, the 
author sterilizes the uterine mucosa with iodine 
preliminary to operation. A number of tem- 
perature charts accompany the paper. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Nattrass, J. H.: Autoplastic Ovarian Transplanta- 
tion. Med. J. Austral., 1915, i, 49. 
By Surg., Gynec. & Obst. 


The author cites the case of a woman, 17 years 
of age, who was delivered by cesarean section due 
to generally contracted pelvis from tuberculosis, 
and, in order to prevent further conception, the 
ovaries were transplanted into the anterior abdom- 
inal wall. The technique was as follows: 

The ovaries were excised in the usual way and 
were immediately placed in normal saline solution 
at 98.4° F.; each ovary was then incompletely 
divided longitudinally through its hilum and as 
much ovarian stroma as possible was cut away with 
curved scissors, the reason for doing this being that 
the transplanted ovary degenerates in an amount 
directly proportional to its thickness and density, 
and by sacrificing the fibrous stroma the remainder 
is more easily permeated by nutrient fluid, therefore 
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less degeneration occurs and more of the egg-bearing 
part may be saved. Having thus prepared each 
ovary under saline, the sheath was separated from 
the anterior surface of the left rectus muscle until 
the outer border of that muscle was quite free. The 
surface of the incompletely divided left ovary was 
fixed by a few catgut sutures to the muscle border 
in such a manner as to form a sandwich with it. 
The cut surface of the right ovary was placed on 
the right external abdominal oblique muscle, being 
fixed in position with catgut ligatures about two 
inches from the middle line, where the muscle is 
situated close under the skin. 

The patient made an uninterrupted recovery 
and left the hospital 22 days after the operation. 
The child suckled the breast for nearly five months, 
when lactation was discontinued. ‘The first mentsru- 
ation appeared orie month later, which was quite 
painless, lasted only three days, and was moderate 
in amount. She continued to menstruate fairly 
regularly every month, sometimes not going the full 
28 days, sometimes going longer, the duration being 
three to four days. The flow was always moderate 
and usually painless, but sometimes she knew when 
she was going to menstruate by tenderness in one 
or the other grafted ovaries, and most often in the 
subcutaneous one. She thought the ovary swelled 
a little on these occasions. The tenderness was 
increased on pressure and immediately relieved 
when the flow commenced. 

Three and a half years after the operation the 
author examined the patient. The subcutaneous 
graft could be felt quite easily, and, on palpating it, 
the patient experienced a sickening sensation. The 
left ovary, which was placed more deeply in the left 
rectal sheath, could not be palpated definitely, but 
a spot could be found which on pressure caused a 
sickening sensation, similar to that on the right side. 
This sickening sensation and the occasional pain 
on menstruation are interesting, as they seem to 
indicate the development of nerves in the graft 
similar to the development of blood-vessels, which 
is known to occur. 

In general appearance the patient looked exceed- 
ingly well; the uterus was normal in size; there were 
no symptoms of the menopause. 

The author also discusses the subject of ovarian 
transplantation. Epwarp L. Cornet. 


Léhnberg, E.: Plastic Operation on the Mouth of 
the Fallopian Tube (Klinische Erfahrungen iiber 
Salpingo-Stomatoplastik). Monatschr. f. Geburtsh. 
u.Gyndk., 1915, xli, 62. By Surg., Gynec. & Obst. 

A. Martin introduced this operation in 1885; he 
resected a piece of the tube, turned back the mucous 
membrane, and sutured the mucous and _ serous 
coats together so as to form a new ostium. He per- 
formed it in 65 cases, and among 47 that he was 
able to examine later only 2 had conceived after 
the operation. The operation has not been very 
extensively used since then. Gellhorn found that 
up to tort, 13 successful cases had been reported in 
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international literature. Léhnberg reviews briefly 
the cases reported since then and discusses 21 cases 
operated upon at his own clinic from 1908 to 1913. 

He thinks the operation is justified in chronic 
inflammatory conditions of the tube where the 
walls are not very much damaged; also in moderate 
degrees of hydrosalpinx if it is certain that there is no 
recent inflammatory process; also in perisalpingitic 
processes that have caused adhesion and occlusion 
of the tube. Of course it is useless to perform the 
operation unless the whole length of the tube is 
penetrable, which should be determined beforehand 
by the introduction of a sound. It is absolutely 
contra-indicated in pyosalpinx. It should be per- 
formed only in comparatively young women who 
have had few children or none at all and who desire 
to remain capable of conception. The average 
age of Léhnberg’s cases was 26 years; none of them 
were Over 30. 

Recovery after the operation was uneventful. 
In two of the cases he was obliged to perform another 
laparotomy later for retrotlexion; however, not 
for any condition produced by the previous opera- 
tion. In the 14 cases that he was able to examine 
later pregnancy had not occurred once. Preg- 
nancy does not follow a very great percentage of the 
operations, but he thinks the psychic effect of 
the possibility of renewed conception on the woman 
who desires children is of sufficient value to com- 
pensate for the slightly added danger of extra- 
uterine pregnancy. He thinks this danger exists, 
anyway, chiefly in cases where there were previously 
such changes in the tubes as to favor the occurrence 
of extra-uterine pregnancy. A. Goss. 


Amberger: Operative Treatment of Inflammatory 
Diseases of the Adnexa and Their Relation to 
Peritonitis (Beitrag zur operativen Behandlung 
der entziindlichen Adnexerkrankungen und ihren 
Beziehung zur Peritonitis). Beitr. z. klin. Chir., 
IQI5, XCV, 272. By Surg., Gynec. & Obst. 

The author bases his report upon 53 cases of 
salpingitis which he operated upon. He comes to 
the conclusion that in mild cases, occurring for the 
first time or that have not been treated, conservative 
treatment is to be recommended and an operation 
should be performed only after this has failed. In 
severe cases, or those of sactosalpinx, operation 
should be performed. 

In the author’s opinion, the fear of operation in 
the acute stage is not justified. Sixteen of his opera- 
tions were performed in the acute stage and six of 
them were circumscribed peritonitis; there were no 
deaths. Of his chronic cases without peritonitis, 
he lost only one very severe case. If appendicitis 
cannot be definitely excluded in such cases, opera- 
tion is indicated. In these cases the diseased tube 
must be removed. If peritoneal irritation due to 


the tube is diagnosed, operation can be deferred, 
but the great danger of further progress of the dis- 
If peritonitis has al- 
Even if there 


ease must be borne in mind. 
ready begun, operation is indicated. 
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is no danger of disease, and the tube has been 
energetically palpated, it should be removed. He 
cites a case where failure to do so resulted in fatal 
peritonitis. 

Operation in acute stages of salpingitis is no more 
dangerous than it is in acute appendicitis. It is 
considered a great advance in the treatment of 
appendicitis that surgical treatment has replaced 
conservative treatment more and more. It is 
difficult to understand why the opposite tendency 
has been shown in pyosalpinx. The parallelism 
between the two diseases is not perfect, but it is very 
pronounced. Both are very dangerous to life and 
health; both can be relieved by relatively harmless 
operations. The diseased tube, in the great majority 
of cases, is certainly of no further value to the 
patient. 

Groth, among 700 cases treated, had only 7 cases 
of pregnancy, 3 of these ending in abortion, and 
Thaler, among 1,772 cases, found only 27, or 1.5 
per cent, who subsequently bore children. It is 
difficult, therefore, to see why the patient should 
be subjected to a treatment which demands much 
time and money and only restores complete func- 
tion of the diseased organ in a small percentage of 
cases. A. Goss. 


Ferguson, R. T.: Surgery of Pus Tubes. J. So. 
Car. M. Ass., 1915, xi, 41. 

By Surg., Gynec. & Obst. 

The author believes that an acute case of sal- 

pingitis demands an immediate operation, just as 

much as an acute case of appendicitis, and a 

chronic case is always a fit subject for operation. 

In the acute cases the author removes the tube with- 

out rupturing it and does not drain, but in the 

chronic cases he uses drainage and the Fowler 
position. C. H. Davis. 


Lockhart, F. A. L.: Pelvic Inflammation. Canad. 
M. Ass. J., 1915, v, 8. By Surg., Gynec. & Obst. 
The author describes his technique used in a 
series of 22 cases of pelvic inflammatory trouble 
treated since January, 1913, by non-operative meas- 
ures, and states that in 15 of these cases the applica- 
tion of hot air to the abdomen was the treatment 
instituted; the number of bakings varied from 16 to 
74, the average being about 4o. In a majority of 
cases the baking was done twice daily for twenty 
minutes at atime. In many instances the treatment 
included vaginal douching, tamponing, and the 
application of tincture of iodine to the vaginal 
fornices. Two of the acute cases were treated by 
this method, but the acute condition was subdued 
first by the application of ice to the lower abdomen, 
rest in bed, etc., after which the hot air was applied. 
In one case which showed no improvement after 
several weeks of ordinary treatment the application 
of hot air caused the mass, which had been present 
for some time, to almost entirely disappear. Gell- 


horn’s apparatus is recommended as the best means 
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of obtaining the heat. The use of this method, 

Lockhart believes, will save many cases from the 

dangers of extensive and mutilating operations. 
D. PHILties. 


EXTERNAL GENITALIA 


Oliver, T.: Radium and Its Efficacy in Cancer of 
the Vulva. Lancet, Lond., 1915, clxxxviii, 272. 
By Surg., Gynec. & Obst. 
The author reports a case in which there was a 
recurrence after an extensive operation for cancer 
of the vulva. A second operation was impossible 
owing to the involvement of the external coat of 
the rectum. A tube of radium was inserted into 
the vagina and left there for twenty-four hours. 
Following this application there was some inflam- 
mation for a few days. A breech in the mucous 
membrane, which had occurred in the active stage 
of the inflammation and from which pus had for a 
time exuded, gradually closed, the hard mass con- 
tinued to shrink, and four months after application 
of the radium it had entirely disappeared, leaving a 
healthy vaginal mucous membrane, tissues under- 
neath soft and heal!’ he feel, and apparently 
a normal septum between the vagina and rectum. 
The patient is leading an active, vigorous life and 
is looking the picture of health. C. H. Davis. 


Horne, G. T.: 
Found in the Vagina. 
2098. 


Report of Fusiform Bacillus as 
JI.M. Ass.,'Ga., 1915, iv, 
By Surg., Gynec. & Obst. 


The patient, aged 25, had had a discharge for six 
years. It began following the birth of the first 
child and had grown gradually worse. She denied 
any history of a venereal infection, and there was 
no history of the child having had sore throat or 
sore eyes. 

Physical examination showed an_ incomplete 
perineal laceration, mucopurulent vaginal dis- 
charge with ulceration of the vaginal mucosa and 
vaginal portion of the cervix. There was a dis- 
charge from the cervix and thickening of both broad 
ligaments. 

The vaginal walls were wiped with dry gauze, 
followed by a careful and thorough sponging with 
hydrogen peroxide. A tampon of gauze saturated 
with peroxide was left in the vagina to be removed 
the next morning. She was instructed to use tinc- 
ture of iodine as a douche three times daily. 

Epwarp L. CorNeELL. 


MISCELLANEOUS 


Butner, A. J.: The Relation of Tubercular Infec- 
tions to Gynecological Affections. ///inois 
1918, ‘92. By Surg., Gynec. & Obst. 

The toxin theory is generally accepted as plausible 
in explaining the gastro-intestinal disturbances of 
tubercular patients, such as anorexia, etc., but the 
absent, delayed, and scanty menstruation of the 


pubescent tubercular girl is as generally attributed 
to a conservative act of nature, which is, to say the 
least, empirical thinking if not an assumption entirely 
void of scientific truth. If nature be such a strict 
conservator of energy to deny womanhood to the 
tubercular pubescent at the small cost of the cata- 
menia, she certainly would not be so neglectful of 
the ruinous waste in the process of digestion and 
assimilation in the same subject. 

The menarche of the tubercular girl is delayed or 
wanting, not because of an economical anabolism 
or conservatism of nature, but rather from a cata- 
bolic toxin being elaborated by the growth of the 
tuberculous bacilli having a selective action in some 
unknown way over menstruation, probably by the 
influence of the toxin on the internal secretion of 
the ovary. 

There is a marked contrast in development be- 
tween the non-tubercular pubescent and the tuber- 
cular girl who has arrived at or past the expected 
age of puberty. On the one hand there is a sudden 
and wonderful transformation, both physical and 
psychical. The pelvis enlarges, the limbs round out, 
and the angularity of the body is replaced by grace- 
ful curves. The general carriage and manner of the 
girl rapidly approach a state wholly feminine. On 
the other hand, her counterpart lags through her 
teens with a form and physique sorrowfully child- 
ish if not neuter in character. 

In the menacme also is found the subtle touch of 
this mischief-worker. It is very difficult to separate 
the gynecologic symptoms arising from tuberculosis 
during the childbearing period of woman from other 
conditions dependent upon marital relations, such 
as pregnancy and the consequence incidental there- 
to, venereal and other infections. 

Four cases are briefly reported in which the patients 
complained of gynecological symptoms. In each 
the chest was involved with tuberculosis. 

In conclusion, the author says that often much 
more valuable information concerning gynecologic 
affections may be found in the thoracic than in the 
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pelvic cavity and that no gynecologic examination 
is complete that does not take the lungs into con- 
sideration. Epwarp L. 


Geiger, O.: The Phenol-Serum Treatment of 
Pyogenic Processes in Gynecology (Die Phenol- 
serumbehandlung pyogener Prozesse in der Gynii- 
kologie und ihre experimentelle Grundlage). Beitr. 
Klin. d. Infektionskr. u. z. Immunitdtsforsch., 1914, 
ili, 245. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In six cases of pyogenic processes of the genital 

organs the author tested phenol-serum treatment 
by Lorey’s method. With small amounts of 
phenol there was an inhibitory effect on the bacteria. 
The phenol forms a loose combination with the 
albumin bodies of the serum, which does not, how- 
ever, affect the disinfecting power of the weak low- 
per-cent phenol. Phenol bouillon has a much 
stronger disinfecting power than phenol serum. 
The author thinks the reason for this difference lies 
in the difference in the albumin bodies. Phenol, 
which has an affinity for albumin bodies, probably 
combines more firmly with the highly molecular, 
coagulable, albumin substances of the serum than 
with the peptones of the bouillon. G. Hirscn. 


Cadwallader, R.: Urinary Incontinence in Wo- 
men. Surg., Gynec. & Obst., 1915, Xx, 240. 

By Surg., Gynec. & Obst. 

Cadwallader reports an operative cure of inconti- 
nence of urine in the case of a woman upon whom a 
lithopexy had been done some years before. He 
made a circular incision around the posterior half 
of the meatus and from the middle of this another 
backward for 4 cm. The mucous membrane was 
lifted up, the sphincteric left, and the supporting 
tissues mattressed with four iodized catgut stitches. 
The redundant membrane was cut away. ‘The 
operation was essentially that of Howard Kelly 
though independently thought out. The woman 


was discharged with a bladder capacity of three 
ounces and perfect control for two hours. 


i 
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PREGNANCY AND ITS COMPLICATIONS 


Benninghoff, G. E.: A Case of Abdominal Preg- 
nancy. Internat. J. Surg., 1915, Xxvili, 50. 
By Surg., Gynec. & Obst. 

The patient was of foreign birth, spoke no Eng- 
lish, was of spare build, with thin abdominal walls. 
She presented a large abdominal tumor, which could 
be grasped between the hands and displaced in every 
direction without pain. Pressure symptoms only 
were complained of, these being evident chiefly 
when the patient was in the erect position. The 
tumor had been present for the past three years with 
distress in the last three months only. Operation 
for removal of a probable subserous fibroid was ad- 
vised. There had been no hemorrhage; menstrua- 
tion was regular, not painful; she was the mother 
of five children. 

With a midline incision the tumor was easily 
raised out of the abdomen, when it was seen to be 
covered entirely by omental bands, transverse 
colon, and several coils of the ileum. After removal 
the irregularly formed mass was found to be about 
5 x 8 inches and weighed four and one-half pounds. 
Near the middle of the long axis was a long pedicle 
which passed down to beneath the left broad liga- 
ment. This was followed down and found to ter- 
minate in a placenta weighing 4.5 0z., and was easily 
shelled out. The foetus was completely enveloped 
inasac. It was not a lithopedion, but surrounding 
the foetus and within the sac was the so-called 
adipocere formation. 

The patient had an uneventful recovery, and be- 
fore leaving the hospital gave the following history: 
She missed her menstrual period in June, 1911, and 
did not menstruate again for nine months, or until 
March, 1912, when she expected to be confined. 
March 14th she had severe pains for two hours, 
which subsided. The pain was in every way like 
that of former labors, but not continued. She 
menstruated the following month, April, 1912, and 
continued regularly after up to the time of opera- 
tion. 

While this history is not absolutely typical of 
extra-uterine or abdominal pregnancy, it was char- 
acteristic enough that one would have diagnosticated 
the condition readily enough had the complete his- 
tory been taken. C. D. Hotes. 


Giles, A. E., and Lockyer, C.: Ovarian Pregnancy. 
Proc. Roy. Soc. Med., 1914, viii, Obst. & Gynec. 
Sect., 10. By Surg., Gynec. & Obst. 

The authors present a case which appears without 

a doubt to be an ovarian pregnancy. The right 

tube and mesosalpinx were quite normal. The 


right ovary was enlarged and formed an oval sac 
about the size of a small hen’s egg, of dark hue, the 
outer surface ragged. The sac showed no signs of 
laceration or rupture. The hematoma measured 
1.5 in. by 2 in. and was everywhere surrounded by 
a capsule of ovarian substance. The center of 
the clot showed a transverse crescentic cleft, the 
walls of which had a smooth glistening lining. No 
sign of an embryo was discovered, but microscopic 
section revealed the following points: 

1. The blood-clot was everywhere invested by 
a capsule of ovarian tissue, showing no break in its 
continuity. 

2. The central crescentic cleft was lined with 
foetal membranes within which no embryo could be 
discovered. 

3. Ramifying throughout the greater part of the 
laminated clot were seen degenerate chorionic villi 
of large size. Some villi appeared to be stout 
fibrotic strands of tissue devoid of an epithelial in- 
vestment. Others had undergone vesicular change, 
and a few were surrounded by a calcareous deposit. 
There was no sign of active growth on the part of the 
syncytium, and Langhans’ cells were not to be seen. 

4. Decidual reaction was well demonstrated in 
the stroma of the medullary portion of the ovary 
and also at the periphery. 

Lutein cells lining the capsule of this growth were 
looked for, the assumption being that the gestation 
occurred within a ruptured corpus luteum. No 
lutein laminz were found, however, and a few com- 
pact areas of large swollen connective-tissue cells 
seen at the periphery of the blood-clot were re- 
garded as more probably of decidual than of lutein 
origin. CAREY CULBERTSON. 


Young, E. B.: The Emergencies of Extra-Uterine 
Pregnancy at the Boston City Hospital. Boston 

M. & S. J., 1915, clxxii, 131. 
By Surg., Gynec. & Obst. 

The author’s paper was written after a study of 
215 cases of extra-uterine pregnancy treated in the 
Boston City Hospital, but deals only with 62 real 
emergencies presenting symptoms of typical ectopic 
gestation. 

Among these 62 cases there were 2 coincident 
extra- and intra-uterine pregnancies, 2 repeated 
extra-uterine pregnancies, and one twin pregnancy 
inasingle tube. The ages of the women varied from 
20 to 40 years—only one case occurring over 40 
years and none under 20 years. Twelve women 


were primipara and 50 were multipare having had 
1 to 5 pregnancies. 

The site of rupture, as stated in 18 cases, was as 
follows: Isthmus, 11; central portion, 3; outer end, 
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4; the left tube was ruptured in 29 cases and the 
right in 27. 

The temperature of the 62 women varied between 
08 and 100°, except 2 cases which entered the hos- 
pital with a temperature of 101.2 and 104.2° respect- 
ively. 

The blood-count in 24 cases varied from 6,400 to 
32,000 leukocytes, while the reds ranged from 3 to 4 
million, except in one case in which there were 
1,164,000 leukocytes with hemoglobin below 40 per 
cent. The hemoglobin in most of the cases was 
around 60 per cent or less—occasionally 80 per 
cent. 

The 60 cases, in which data was given concerning 
symptoms, show that prodromal signs were absent 
in only 25 per cent, and in 75 per cent they were of 
considerable duration and distinct enough to have 
attracted the attention of a physician, had one been 
consulted. Amenorrhoea was absent in something 
over 10 per cent of the cases; 44 per cent had flow- 
ing with pain; only 55 per cent complained of ab- 
dominal pain; 28 per cent had localized abdominal 
pain, which was invariably in the lower abdomen. 

The following conclusions are reached: 

1. Exactly 50 per cent of the 62 cases studied 
gave positive evidences of pregnancy. 

2. Age seems to have no influence upon the 
occurrence or prognosis of extra-uterine pregnancy. 

3. In over 50 per cent of cases the isthmus was 
definitely the seat of the implantation of the ovum. 

4. About 50 per cent of the cases presented 
evidences of a previous infection of the genital 
tract, or at least an obstetric history suspicious in 
this respect. 

5. About 50 per cent either had some actual ab- 
normality or some point in their history which 
would make one suspicious that a pathological con- 
dition might exist. 

6. Among the 62 cases studied there were 3 tubal 
abortions, but there was nothing upén which to 
differentiate this condition from ruptured ectopic. 

7. Rupture of an ectopic gestation is rare without 
premonitory symptoms; e.g., amenorrhoea, abnor- 
mal flow, etc. 

8. The leukocytosis was high in the majority of 
cases and furnished little aid in differentiating 
ectopic from sepsis. 

9. The temperature was not elevated to a degree 
sufficient to suggest inflammatory processes, except 
in those cases already infected at entrance. 

to. Pelvic examination has given very little aid 
in the diagnosis of ectopic. 

11. Not asingle case of this series was diagnosed 
previous to rupture. 

12. The total mortality of this series is 24.2 per 
cent. Omitting 3 cases that died of cerebral embo- 
lus, patent foramen ovale, and infection before 
admission, the true mortality is 19.3 per cent. 

13. Intravenous infusion of saline is to be con- 
demned, except in very rare instances. 

14. Transfusion apparently has no advantage 
over the use of normal salt solution. 
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15. Delayed operation is advisable in some cases, 
immediate operation in others. Each case must be 
considered on its own merits. Habits of life, race, 
and previous history mean considerable in addition 
to a good physical examination. However, for those 
patients who are in a suitable physical condition, 
amid proper surroundings and in competent hands, 
immediate operation will always remain the proper 
choice. Harvey B. Mattuews. 


Gardiner, J.: Pituitary Extract 
Placenta Preevia. 
xx, 84. 


in Marginal 
Surg., Gynec. & Obst., 1915 
By Surg., Gynec. & Obst 
In a Il-para the first symptom of the onset ot 
labor was a sudden gush of blood which flooded 
the bed. With the patient in the Trendelenburg 
position, an examination revealed blood still oozing 
from the vulva. The cervix, dilated about four 
fingers, was relaxed and without much increase 
of hemorrhage admitted of further distention. The 
perineum was also relaxed. One cubic centimeter 
of pituitary extract and one-sixth grain of morphia 
were administered hypodermatically. The head de- 
scended, checking the hemorrhage, and eight min- 
utes after the injection of the pituitary extract the 
child was born. Ten minutes later the placenta was 
expelled unassisted. There was no laceration of the 
cervix and the uterus was contracted to the size of a 
goose-egg. 


Fekete: Hysterotomy for Central Placenta Previa 
(Durch Placenta previa centralis bedingte Hyster- 
otomie). Zentralbl. f. Gyndk., 1914, xxxviii, 805. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In a case of central placenta previa at the end 
of pregnancy, but before the beginning of pains, 

a very severe hemorrhage took place after a vaginal 

examination, so that there was extreme anemia 

after a few minutes. The bleeding stopped on 
tamponing. In order to avoid any further loss 
of blood, classical cesarean section was performed 
after ligation of the arteries and extirpation of the 
uterus; there was no fever during convalescence. 
The striking fact about the case was that during 
the severe hemorrhage the pulse fell from 70 to 48 
and then rose to over too after the infusion of salt 
solution. This bradycardia is caused, according 
to von Neusser’s animal experiments, either by 
anzmia of the medulla oblongata and the irritation 
of the vagus center produced by it, or by decrease 
of the conductive capacity of the heart muscle. 
RUHEMANN. 


Dick, G. F. and G. R.: Bacteriologic Examination 
of the Urine in a Case of Eclampsia. J. Am. M. 
Ass., Ixiv, 1915, 145. By Surg., Gynec. & Obst. 


The patient from whom the urine was obtained 
was a woman 30 years old who was admitted to 
the obstetric ward of Cook County Hospital during 
the night of September 15, 1914. The patient was 
in convulsions when admitted and a forceps delivery 
was made during the night. 


When seen at 10 a.m. 
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the following day she was still in a state of coma 
and showed marked oedema of the face and extrem- 
ities. After admission she voided 3 ounces of urine. 
She died about twenty hours after delivery. With 
aseptic precautions a specimen of urine was obtained 
by catheter. It measured 15 ccm., was turbid and 
smoky, and contained a large amount of albumin, 
with numerous coarsely granular casts, many red 
blood-cells, some polymorphonuclears, spherical 
pear-shaped and tailed epithelial cells. 

Aérobic cultures on blood-ascites-agar showed 
no growth. Anaérobic cultures on the same medium 
and dextrose-agar shake-cultures showed many 
slowly growing colonies, which were visible on the 
third day. They consisted of gram-negative 
bacilli about the size of influenza organisms. They 
grew anaérobically only, forming pin-point trans- 
parent colonies on blood-agar without affecting the 
blood. In twenty-four-hour cultures they were 
sluggishly motile. Satisfactory growths on the 
ordinary mediums were not obtained. 

The intravenous injection of the organisms from 
ten blood-agar slants produced no apparent result 
in a small dog. 

In one of the agar shake-cultures there developed 
a single colony of gram-positive short-chained 
streptococci which did not grow in transfer. 

Similar cultures of catheterized specimens of 
urine from normal puerperal women gave, in one 
case, entirely negative results; in a second case, a 
few colonies of staphylococcus. 

Little can be said concerning the significance 
of the organisms described. In a number of nephri- 
tic urines, organisms have been found resembling 
those cultivated from the urine of the case of 
eclampsia, and it seems that the results described 
indicate that the infectious theory of eclampsia is 
still worthy of consideration. 

Epwarp L. CORNELL. 


Hogan, J. J.: Pregnancy Toxzemias: Their Etiology 
and Treatment. Calif. St. J. Med., 1915, xiii, 50. 
By Surg., Gynec. & Obst. 
In this paper the author discusses in a general 
way the problem presented by the pregnancy 
toxemias, gives his views in regard to a rational 
method of determining the degree of the toxemia, 
and suggests his line of treatment for this condition. 
The pregnancy toxemias are doubtless caused by 
the presence in the circulation of some unknown 
toxic agent, for we find in them similar definite 
tissue changes in such organs as the kidneys, liver, 
and brain, as are produced by such toxic drugs as 
chloroform, alcohol, phosphorus, etc. The signs 
and symptoms of this condition can be explained 
best on the assumption that where nausea, vomiting, 
drowsiness, and convulsions are present the brain 
is especially involved; diminished urinary secretion, 
albumin, and casts when the kidney has been the 
seat of greatest damage, etc. 
Proper urinary examination will show early signs 
of beginning trouble by an increase in acidity, a 
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lowered output of bases, the presence of some of 
the ketone group, acetone, and diacetic acid. The 
trouble is not so much that these substances are not 
excreted by the kidneys, but that their mere presence 
in the tissues produces the definite pathological 
conditions beginning with oedema and ending, if not 
relieved, in necrosis. Since these toxins are amides 
of fatty acids it is very essential that we recognize 
an early urinary acid intoxication and attempt to 
reverse the conditions causing the tissue oedema, 
for the chances of reversing a later condition of 
necrosis are nil. 

For determining the relative degree of acidity he 
uses three indicators with the following composi- 
tion and arrangement: 


1. Para nitro phenol........... o.2 \ Alkaline (lemon yellow) 
100.0 ; Acid (colorless) 
0.2 Alkaline (yellow) 
100.0 { Acid (red) 
0.5 
Dissolve in alcohol.......... 50.0 
Then add distilled water... .. . 50.0 } 8 


If the acid is indicated by the first of these reagents 
there is a hundredfold increase, while if indicated 
by the second it shows a tenfold increase. Patients 
treated with alkalines or having bladder infections 
are the only ones usually reacting alkaline to rosolic 
acid. 

To diagnose an acid intoxication it is also essential 
to know if an increased quantity of bases is being 
excreted. Here he uses Mohr’s method for the de- 
termination of chlorides. If there is a decrease in 
chlorides in such cases, it means that proteins are 
being broken down intd ammonia to neutralize 
the effects of increased acid production. So that it 
is necessary to determine in these cases the exact 
ammonia output from time to time. He uses here 
a method of titration with formalin and neutral 
potassium oxalate. 

In his method of treatment he injects intrave- 
nously an alkaline solution of NaCl 28, Naz COs 20, 
and fresh distilled water 2000, at the same time 
giving per rectum by the drop method dextrose 
(anhydrous) too and distilled water 500. 

C. D. Homes. 


Miller, H. A.: Indications for Czesarean Section. 
Penn. M. J., 1915, xviii, 294. 
By Surg., Gynec. & Obst. 

Miller gives as indications for cesarean section 
the following: 

1. Maternal indications: (1) Placenta previa, 
(2) eclampsia, (3) atresia of the vagina, (4) heart 
lesions—decompensation, (5) previous casarean 
section, (6) senile uterus, (7) elderly primipare, and 
(8) physically unfit. 

2. Fetal indications: (1) Contracted pelvis— 
C. V., 7.5 to8 cm., or less; (2) abnormal presentation 
—OQO. P., impacted face, transverse, etc.; (3) pro- 
lapsed cord; and (4) non-engagement of floating 
head—where high forceps or version is the only 
alternative. 

The complications incident to cesarean section, 
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which must be considered in contrast to those which 
are avoided by it, are the following: 

1. Shock in cesarean section is comparatively 
less severe than in other operations of equal gravity. 

2. Post-operative hemorrhage is occasionally 
troublesome, particularly when the uterine incision 
is through the placental site. 

3. Infection should noi be any more frequent 
than in other abdominal operations. 

4. Acute dilatation of the stomach occurs in 
about 9g per cent of cases, which is more frequent 
than in ordinary abdominal operations. 

5. Acute dilatation of the heart may occur, 
particularly if chronic disease of the heart muscle 
be present. 

6. Rupture of the uterus in cases of repeated 
cesarean sections must be kept in mind. 

7. Adhesions, no doubt, frequently occur follow- 
ing caesarean operations and are in direct relation 
to the vaginal manipulation previous to operation. 

8. Uterine fistula and herniz. 

In contradistinction to the complications in- 
cident to the casarean operation, the following are 
avoided by its performance: (1) lacerations of the 
cervix, (2) perineal and vaginal tears, (3) sacro-iliac 
disturbances, (4) injury to the coccyx, (5) nervous 
collapse, and (6) infantile mortality and morbidity. 

Harvey B. Matraews. 


Davis, E. P.: Czesarean Section. Penn. M. J., 
IQI5, XVili, 292. By Surg., Gynec. & Obst. 

In discussing cawsarean sections Davis regards 
them from two points of view: those operations 
which have been proved by experience to be right, 
and those which are more recent and still on trial. 

In the first class belongs the classical caesarean 
section, which is the most frequently performed and 
applicable to the greatest number of clean cases. 

In the second class we have the so-called extra- 
peritoneal cwsarean section, in which the child is 
delivered through a peritoneal fistula. Experience 
has shown the author that in the delivery of the 
child the peritoneal sac is often opened, which defeats 
the purpose of this method of casareanization. 
Furthermore, the adherents of the extraperitoneal 
operation claim that in septic cases this fistula may 
be left open for drainage and that by this means the 
sacrifice of the septic uterus may be avoided. This 
method, the author states, is not sufficiently im- 
pressive to warrant its adoption over the classical 
cesarean section. 

In 129 cesarean operations the author only lost 
one mother—a maternal mortality of 0.76 per cent; 
there was no foetal mortality. ‘The maternal mor- 
bidity consisted of a few cases of tardy closure of 
the abdominal wound—no hernia developed. 
There were also 35 infected cases operated upon 
with 11 maternal deaths, a mortality of 31 per cent. 

The indications for which operation was done are: 
(1) contracted pelvis, (2) excessive foetal size, (3) 
threatened uterine rupture, (4) pelvic tumors com- 
plicating labor, (5) rupture of the uterus, (6) physio- 


logical incompetence of labor, (7) separation of 
normally implanted placenta, (8) placenta pravia, 
(9) septic infection, and (10) uterine rupture and 
eclampsia. 

In suspected cases the author does not remove 
the uterus, but, after removal of the contents, 
irrigates its cavity thoroughly and packs it with 10 
per cent iodoform gauze brought through the cervix. 
This gauze is removed in 48 hours. 

In infected cases the Porro operation with clamps, 
leaving the stump outside at the lower end of the 
abdominal incision, is the operation of choice. 

Davis considers placenta praevia a variety of 
ectopic gestation, and thinks it should receive the 
same treatment as ectopic gestation within the 
pelvis. He has performed abdominal cesarean 
section of the classical type on 18 cases of placenta 
previa without a maternal death. Foetal mortality 
has been 40 per cent. Harvey B. MAtriews. 


Recasens, S.: The Total Extirpation of the Uterus 
to Replace Cesarean Section in Infected 
Cases (Die totale Gebiirmutterabtragung als 
Ersatz fiir den Kaiserschnitt in Fiillen von Infek- 
tion). Zentralbl. f. Gyndk., 1914, Xxxviii, 1265. 

By Surg., Gynec. & Obst. 

The author discusses the measures which should 
be taken to terminate labor in cases of contracted 
pelvis in which infection has taken place. Caesarean 
section is generally excluded. Extraperitoneal 
cesarean section is likewise excluded, although 

Frank, Veit, Sellheim, Latzko, and Déderlein ad- 

vocated its employment some time ago. The 

contra-indications for the latter are likewise the 
contra-indications for the former. The same may be 
said of pubiotomy as advocated by Bumm or Déder- 
lein. Craniotomy on the living is unscientific, and 

temporizing until the child is dead to perform a 

craniotomy does not relieve one of responsibility. 

The author advocates the removal of the uterus 
in toto before opening it. He says that this can be 
accomplished within a few minutes, the mass then 
being taken into another room by an assistant and 
the necessary measures for resuscitation employed. 

The operation is very much simplified by the em- 

ployment of the Wertheim forceps. The author 

employed the procedure successfully in two cases, 
one in which a cancer of the cervix complicated the 

pregnancy and one in which an injection with a 

temperature of 103° to 104° had taken place. In 

both cases the children were resuscitated easily and 
in both the post-operative course became normal 
within 24 hours. L. A. JUHNKE, 


Barfurth, W.: Bacteriological Content of the 
Foetus in Abortion and Premature Delivery 
(Uber den Keimgehalt von Féten bei Abort — 
Friihgeburt). Beitr. s. pe d. Infektionskr. u. 3. 
Immunitatsforsch., 1914, tii, 32 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


At Schottmiiller’s clinic during 1913, bacteriologi- 
cal examination of the foetus was made in roo cases 
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among 760 cases of abortion and premature de- 
livery. Only certain cases were selected. All that 
were changed by secondary decomposition or in- 
jured in the course of delivery were rejected. 

In 24 of these 100 cases there were positive re- 
sults. The remainder of the cultures were sterile. 
It was found that only a certain per cent of foetuses 
are infected in abortion, and that the transference 
of germs from the mother, where they have al- 
ready manifested themselves by fever, only takes 
place under certain conditions. The placenta plays 
a very important part in this. 

In the foetal circulation, Barfurth found chiefly 
colon bacilli and bacillus emphysematosus, since it 
seems to be characteristic of the gas-forming bacilli 
to be able to produce the injuries necessary to 
penetration. GOLDSCHMIDT. 


Gillespie, W.: Abortion, with Special Reference 
to Its Medicolegal Aspects. Lancet-Clin., 1915, 
cxiii, 97. By Surg., Gynec. & Obst. 


The author acknowledges that the aspects of this 
subject are varied and its problems most diverse. 
The physician is the only competent judge in many 
cases relating to abortion, and therefore the courts, 
by conceding this fact, place upon the profession a 
responsibility which should be recognized by an 
endeavor to conscientiously weigh every fact that 
bears upon this subject. 

Threatened abortion, whether criminal or other- 
wise, should receive the best prophylactic care that 
is possible before interference is resorted to. Many 
seemingly inevitable abortions might result in the 
preservation of the ovum if intelligent means were 
persistently employed. When there is any doubt 
as to the proper line of procedure, particularly as 
regards criminal attempts at abortion, counsel 
should be called. The profession, as a whole, the 
author believes, is too much inclined to protect 
patients from the results of their own folly and 
assume risks to their own reputation too lightly. 

Among the legitimate indications for abortion 
the following are given: 

1. Organic cardiac disease, of which three 
types are mentioned: (a) those in which a failure of 
compensation preceded the pregnancy; () those in 
which decompensation occurred during the last 
half of pregnancy; and (c) those in which decom- 
pensation occurred post-partum. 

2. Graves’ disease — if the pregnancy markedly 
aggravates the condition. Many stand pregnancy 
and labor well; therefore, counsel may be necessary 
before therapeutic abortion is done. 

3. Excessive nausea of pregnancy, with or with- 
out the supervention of jaundice. 

4. Excessive persistent jaundice or albuminuria. 

5. Acute yellow atrophy of the liver. 

6. Nephritis— acute or chronic—when diet 
and rest in bed fail to bring about improvement. 

7. Tuberculosis — laryngeal and pulmonary. 

8. Uterine cancer — this indicates hysterectomy, 
not abortion. 
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Furthermore, in the author’s opinion, uterine 
fibroids can hardly be regarded as an indication for 
abortion. The test of labor or cesarean section, 
followed by hysterectomy, promises better results 
for the risks assumed than abortion. The same is 
true of deformed pelves, for induced premature 
labor or elective cesarean section offers far better 
results than abortion. 

Medicolegally, the following questions are im- 
portant: 

1. How shall the practitioner, when called in a 
case of criminal abortion, protect himself from sus- 
picion of complicity in the crime? 

2. Incase of rape, if pregnancy occurs, should the 
woman be expected to assume the same legal atti- 
tude toward the child as a mother who has volun- 
tarily taken the chance of being impregnated? 

3. Cana therapeutic abortion be done, after two 
physicians have agreed upon its necessity, for a 
condition that would ultimately shorten the mother’s 
life, but whose life is not in immediate danger? 

4. Should the concurrence of any two physicians 
be sufficient in law to warrant an abortion, or should 
special knowledge on their part be required? 

5. What is the legal status of the man who at- 
tempts to produce abortion in a woman not preg- 
nant? Morally, the crime lies in the intent, but 
how would the courts view the matter? 

6. If an abortionist attempts to end a pregnancy 
and the growing ovum is within the tube (ectopic), 
would the courts hold that he had attempted to 
destroy life and, therefore, consider him responsible? 

7. If in either of the last two cases cited the 
attempted abortion results in a fatal sepsis, upon 
what charge would the culprit be indicted? 

8. Are we, as physicians, debarred from giving 
information which might assist in the prevention of 
conception in cases where the occurrence of preg- 
nancy would be dangerous to the woman? 

Harvey B. MAtuHews. 


Hoehne, O.: Febrile Abortion (Zur Frage des fieber- 
haften Abortes). Jahresk. f. dratl. Fortbild., 1914, 


v, 18. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The number of normal and premature deliveries 
in the polyclinic at Kiel has barely doubled, but 
the number of abortions has almost tripled. The 
percentage of febrile cases has increased from one- 
sixth to one-third. Severe cases and deaths have 
become more frequent. Of 1137 abortion cases, 
31.8 per cent were febrile; 41.7 per cent were com- 
plicated with peri- and para-uterine infections. 
The mortality of the febrile cases was 11.6 per cent; 
that of the complicated abortions 27.8 per cent. 
The mortality of all the abortions, including the 
afebrile ones, was 3.69 per cent. 

The bacteriological findings were the same in the 
complicated and fatal cases as in those which ended 
in recovery, the bacteria found being hemolytic 
and non-hemolytic streptococci, staphylococci, 
and colon bacilli. 


The fatal febrile abortions were either criminal 
or treated by active delivery. In the complicated 
febrile abortions which ended in recovery the 
course was generally spontaneous. 

As a matter of course, a complicated abortion 
should not be treated actively, unless active hemor- 
rhage makes it necessary. All the fourteen sep- 
ticemic cases died. Hemolytic streptococci were 
most frequently found, and in the 20 cases that died 
of peritonitis they played the chief part. The 
fear of hemolytic streptococci is justified. Threat- 
ening peritonitis can be prevented by the injection 
of camphorated oil. 

The author’s own experience with expectant 
treatment, even in uncomplicated febrile abortions, 
was very good, but he does not feel justified in 
pronouncing final judgment in regard to it. He 
believes that the only way to secure good results in 
injuries of the uterus is to operate. BENTHIN. 


Stevens, T. G.: Antepartum Hzmorrhage. Clin. 
J., 2615, By Surg., Gynec. & Obst. 
Stevens frankly states at the outset that there are 
few cases in the whole range of obstetrics which 
give more reason for anxiety than those cases of 
serious antepartum haemorrhage, particularly con- 
cealed accidental hemorrhage. 

Antepartum hemorrhage may be (1) accidental 
or (2) unavoidable. Furthermore, there may be 
external accidental hemorrhage when the blood 
passes between the membranes and uterine wall and 
escapes through the cervix, or there may be con- 
cealed hemorrhage when the blood is retained be- 
tween the membranes and uterine wall or between 
the placenta and uterine wall. 

The common causes of these accidents are: (1) 
oft-repeated pregnancies, (2) poor general health 
in middle-aged women, and (3) albuminuria, which 
usually clears up after delivery. 

The patient usually connects the hemorrhage with 
some form of trauma, but Stevens does not believe 
that such circumstances bear any direct relationship 
to the separation of the placenta. On the contrary, 
the initial factor is a small hemorrhage between the 
placenta and uterine wall, slight uterine contrac- 
tions being thereby set up and gradually more and 
more blood is squeezed out, separating more and 
more of the placenta. 

Furthermore, attention is called to the frequency 
with which hemorrhage into the uterine muscle 
occurs in these cases of accidental hemorrhage. 
Post-mortem examination shows the uterine muscle 
to be absolutely infiltrated with blood, and occa- 
sionally blood from this situation may be forced 
through into the peritoneal cavity or into the para- 
metrial tissues. The explanation of this intra- 
muscular hemorrhage has not been satisfactorily 
given, but the author believes it to be a manifesta- 
tion of a profound toxemia, allied to that which 
causes eclampsia, albuminuria, and the pernicious 
vomiting of pregnancy. The local condition of the 
uterus most conducive to this state of affairs is a 
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chronic metritis; i.e., fibrosis uteri—the hard, 
straight, “poker-like” uterus occurring in women 
who have had several children and who suffer from 
backache, leucorrhoea, and menorrhagia. 

The relation of the uterine contractions to the 
severity of the hemorrhage is of considerable clinical 
interest. There are always two factors concerned in 
checking uterine hemorrhage: (1) uterine contrac- 
tions and (2) coagulation of the blood. Firm uterine 
contraction and retraction close the blood-vessels 
and stop the hemorrhage. If there are no uterine 
contractions, the torn blood-vessels cannot be com- 
pressed, and therefore profuse hemorrhage results. 
Concealed accidental haemorrhage is the worst, 
most dangerous, and most fatal accident which can 
happen to a pregnant woman. This form of ham- 
orrhage is probably due to the fact that the infil- 
trated uterine muscle becomes paralyzed; conse- 
quently, stimuli which ordinarily would cause 
contraction of the muscle fails. The stimulation of 
uterine contractions is of the utmost importance in 
these cases. 

Regarding the treatment of moderate accidental 
hemorrhage and placenta praevia, the author ad- 
vises two definite methods: (1) rupturing the mem- 
branes artificially, applying a tight abdominal 
binder, and giving pituitary extract; (2) the 
Dublin plugging method, which consists of pluggeng 
the vagina and applying a tight binder to crowd che 
uterus down against the vaginal plug. ‘These meth- 
ods are only applicable when the cervix is not dilated 
and the membranes are not ruptured and, therefore, 
have a very limited applicability. However, if the 
cervix is dilated to the size of half a crown, bipolar 
version could be taken advantage of, thus allowing 
the uterus to expel the child, after, perhaps, the 
administration of a small dose of pituitary extract. 

In cases of very severe accidental haemorrhage, 
including the concealed variety, where the patient 
is in a desperate condition from loss of blood and 
from shock, it is often difficult to determine what to 
do. All ordinary methods have either failed or the 
desperate condition of the patient will not warrant 
the trial of an uncertain procedure. In such cases 
the author believes surgery offers the best relief. 
Surgically there are two possibilities: (1) casarean 
section and (2) hysterectomy. The first of these, 
the author believes, is not the operation of election, 
because it cannot be done without further loss of 
blood, which naturally renders the condition more 
grave. Hysterectomy, he believes, is the operation 
of choice. By removing the uterus, without inter- 
fering with its contents, the patient will lose only a 
very small quantity of blood — carefully done a 
negligible amount — and this cannot positively be 
said of any other operation. 

In performing hysterectomy in these desperate 
cases, the following precautions are advised: 

1. Saline infusion while doing the operation. 

2. Small quantity of general anesthesia combined 
with local anaesthesia of the abdominal wall. 

Hysterectomy done with these precautions is very 


/ 
‘ 


654 


safe and should be done in about twenty-five 
minutes, leaving the patient in no worse condition 
than at the beginning of the operation. 

In mild cases of placenta previa there are two 
methods of procedure: viz., (1) bipolar version, with 
slow extraction of the breech, and (2) the use of 
the Champetier de Ribes bag method, because it 
gives the child a better chance. 

For the very desperate cases hysterectomy, as 
for concealed accidental hemorrhage, is the only 
treatment that will stop the haemorrhage effectually 
without further loss of blood. 

Harvey B. 


Berecz: Carcinoma and Pregnancy; Czsarean 
Section; Wertheim’s Operation (Carcinom und 
Graviditit; Sectio cesarea; Wertheim’sche Opera- 
tion). Zentralbl. f. Gyndk., 1914, xxxviii, 804. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

When pregnancy is complicated by carcinoma the 
first thing to be considered is the saving of the 
mother’s life; in operable cases, therefore, the radical 
operation should be performed without any con- 
sideration for the child. In inoperable cases an 
attempt should be made to save the child, so it is 
best to wait until the end of pregnancy and deliver 
the child either by the natural route or by caesarean 
section. 

Berecz reports a case of an X-para with car- 
cinoma of the cervix, who came to the clinic at the 
end of pregnancy. Laparotomy was performed, 
the uterus was exposed, and the arteries ligated 
after slight dissection of the ureters. A classical 
cxsarean section was then performed, with absolute 
hemostasis. The child was apnoeic, but soon re- 
covered. A typical Wertheim’s radical operation 
was added. The patient was discharged with the 
child on the twenty-second day, but after six weeks 
she came back for preventive radium treatment. 

RUHEMANN. 


Bauereisen, A.: Pyelitis Gravidarum (Uber Pyelitis 
gravidarum). Jahresk. f. arztl. Fortbild., 1914, Vv, 27. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The most frequent causes of pyelitis gravidarum 
are the colon bacilli, more rarely the pyogenic cocci, 
gonococci, pneumococci, Friedliinder’s capsule 
bacilli, and proteus. The mucous membrane of 
the urinary organs can be affected only if it is in- 
jured. The bacteria generally cannot ascend un- 
less there is urinary stasis beforehand. The causes 
of dilatation of the ureter are not uniform. Pressure 
on the gravid uterus or pressure of the head on the 
pelvic inlet may be causes. According to Stoeckel, 
the point of stenosis is generally just beneath the 
middle Schwalbe spindle. Other factors that lead 
to stasis of the urine in pregnancy are swelling of 
the mucosa of the ureter, distortion of the bladder, 
and the tortuous course of the ureter. In some cases 
there is no doubt that the infection is hamatoge- 
nous; lymphatic infection is rare. Urinary in- 


fection in childhood may last until after puberty, 
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but in the majority of cases this explanation is 
untenable. 

The symptoms may vary. The usual ones are 
pain on pressure, nausea, vomiting, chills, and fever. 
The mild cases with urinary stasis without infection 
and the moderately severe ones with infection show 
very favorable prognosis under proper treatment, 
if they are coloninfections. Infection with pyogenic 
bacteria is more severe. As cystitis is not necessari- 
ly present, there are no bladder symptoms. Ca- 
theterization of the ureter is necessary for diagnosis. 
Differential diagnosis is necessary from infectious 
gastro-intestinal diseases, pneumonia with acute 
onset with fever, and, especially, appendicitis. 
Errors may be avoided by palpation of the kidney, 
examination of the urine, bladder, and ureters. 
In mild cases, sometimes catheterization of the 
ureters performed for diagnostic purposes is fol- 
lowed by recovery. A rest in bed and diet complete 
the cure. If cystoscopy shows bacteria and pus in 
the kidney pelvis, the kidney pelvis must be ir- 
rigated. 

Artificial interruption of the pregnancy is not 
necessary. The success of the treatment depends 
on early diagnosis. In cases that have not been 
seen soon enough, nephrotomy or nephrectomy may 
be necessary. BENTHIN. 


LABOR AND ITS COMPLICATIONS 


Ranken, J. F.: The Management of Occipito- 
posterior Presentations. NV. Am. J. Homeop., 
1915, XXX, 19. By Surg., Gynec. & Obst. 


The occipitoposterior presentation occurs in 
25 per cent of the vertex presentations, but 90 per 
cent of these rotate spontaneously to an anterior 
position. Delivery in the posterior position is slow 
because the expelling forces act at a disadvantage 
and the perineum is more likely to be ruptured. 
This malposition is due to deficient flexion of the 
foetal head and to pelvic deformities. 

The diagnosis of this condition can usually be 
made by external abdominal examination. Under 
treatment the author suggests alternating the 
Walcher position with the lateral or lateroprone 
position, the hips being elevated on the side toward 
which the occiput points. This will assist the posi- 
tion to right itself, after which the usual methods of 
procedure for normal delivery may be followed. 
Forceps are to be used in bringing about the proper 
anterior rotation only with extreme care. 

C. D. Hoimes. 


Cathala, V.: Dystocia Due to Fixation of the 
Isthmus (Accouchements dystociques dus 4 une 
hytéropexie isthmique). Bull. Soc. d’obst. et de 
gynéc., Par., 1914, ili, 396. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A 38-year-old woman had had one normal de- 

livery, and on account of prolapse of the uterus a 

ventrofixation of the isthmus of the uterus was 

performed. After this there were five pathological 


deliveries with a dead child in each case. The 
deliveries lasted from twelve hours to three days; 
three of them were breech presentations, one a 
shoulder, and one a face presentation. At last 
cesarean section was performed and a living child 
delivered. 

The author believes that these pathological con- 
ditions may have been caused by fixation of the 
isthmus in the earlier operation, so that dilatation 
of the cervix was rendered difficult. Therefore, 
operations that fix the isthmus should be avoided in 
the child-bearing age, just as ventrofixation of 
the body of the uterus is. KELLER. 


McDuffie, M. W.: Painless Childbirth; Normal 
Versus Artificial, N. Am. J. Homeop., 1915, 
By Surg., Gynec. & Obst. 

The author takes the position that as childbearing 
is essential to the complete physical and mental 
health of women it ought to be as painless as are 
the normal functions of heart, stomach, bladder, 
etc., and that painful childbirth is pathological. 

To bring about complete preparation for painless 
childbirth mothers should teach their daughters 
how to develop and preserve their physical, mental, 
and moral powers. Deformities of the pelvis, etc., 
should rule out a consideration of pregnancy. 
Great care should be exercised as to the hygiene 
of the woman during gestation and labor. A diet 
consisting largely of fruits and fruit juices should be 
followed, and the patient should avcid all meats, 
bread, and milk. Overeating, too, should be care- 
fully guarded against, as well as the use of too highly 
seasoned foods, stimulating drinks, etc. 

Artificial painless childbirth by the twilight-sleep 
method has its place, but is usually necessary only 
when the physician has neglected those means at 
his hand which would in themselves render child- 
birth painless. C. D. Homes. 


Hellman, A. M.: Painless Childbirth in France; a 
Note on the Use of Tocanalgine. Am. J. Surg., 
IQI5, 9. By Surg., Gynec. & Obst. 
The author reviews briefly the report made by 
Dessaignes in 1914 upon the use of tocanalgine in 
112 cases. This drug, which is obtained by the 
action of living ferments on the chlorhydrate of 
morphine, exerts its effect upon the nerve-centers 
and pain disappears in from 3 to 15 minutes after 
administration. Eighty-four of the 112 patients 
had complete analgesia. Twenty-four required 
but one dose. Four patients were refractory to the 
drug. The length of the analgesia varies from 30 
minutes to 12 hours. No ill effects were suffered 
by the mothers. The first stage was usually 
shortened. Twenty-eight of the babies were born 
in a dazed condition but easily responded to the 
usual treatment. One child died during labor while 
77 of the babies cried out at once upon delivery. 
Hellman reports three cases, all primipare, 


two of whom were entirely relieved of their pain; 
the other was partially relieved. 


No untoward 
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symptoms developed, but in the opinion of the 
writer the second stage was prolonged in all the 
patients. The first dose given was 1.5 ccm. and 
subsequent dosage varied from 0.5 to .75 ccm., 
administered by injection. Witiiam H. Cary. 


Junor, K. F.: Twilight Sleep in the Home. Med. 
Rec., 1915, lxxxvii, 146. By Surg., Gynec. & Obst. 
The treatment of labor indicated in this article 
cannot be properly called sleep, but is simply 
‘painless labor” with consciousness. 

Junor feels, however, that in any procedure the 
less you interfere with nature, the closer you ap- 
proach to true science. The Freiburg method in- 
volves fairly deep narcosis and amnesia. Junor’s 
method involves neither, and yet secures pain- 
lessness. By the introduction of the sulphate of 
sparteine, the surest and safest heart tonic and 
diuretic known to medicine, not only are these 
powerful cerebral effects avoided, but the blood 
circulation (on the vigor of which, especially at 
such a time, the life of both mother and child ab- 
solutely depends) is stimulated to such a degree 
as to secure continuous and permanent vitality in 
both. 

This seems ideal labor. There is one item of 
treatment which may not seem of much moment, 
but which is of the utmost importance; namely, 
the administration of a suitable dose of castor oil 
daily for two weeks previous to labor. 

The technique is very simple, but the drugs must 
be absolutely pure. Junor uses those put up in 
glass ampules. The doses may vary according to 
the effect desired. The treatment should begin 
when the os is between two and three fingers open. 
Everything should be done as quietly as possible 
of course. The first dose given consists of scopola- 
mine 1.5 ccm., narcophin 1 ccm., sparteine sulphate 
1 gr. Watching the effect of these doses on the 
patient’s pulse and condition the size and frequency 
of future doses can be gauged easily. After that, 
at intervals of three-quarters of an hour to one hour, 
.5 ccm. of scopolamine is injected, and at intervals 
of two hours 1 gr. of sparteine sulphate, till labor is 
finished. 

Of course all the necessary preparations for the 
labor as to other organic conditions must be known, 
as the condition of the kidneys, etc. 


Scadron, S. J.: Dammerschlaf (Twilight Sleep). 
Interst. M. J., 1915, xxii, 16. 

By Surg., Gynec. & Obst. 

Ina series of over 200 cases at the Jewish Mater- 
nity Hospital (New York) the author used the fol- 
lowing technique: ‘Treatment is begun when the 
patient is in active labor, having regular inter- 
mittent uterine contractions at intervals of about 
five minutes, and lasting from one-half to one min- 
ute, with the cervix sufficiently dilated to admit two 
to three fingers. The initial dose consists of scopola- 
mine hydrobromic 1/133 of a grain, with 1 ccm. of a 
3 per cent solution of narcophine. One hour later, a 
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second dose of scopolamine 1/400 of a grain is given. 
Half an hour later the memory test is applied. If her 
memory is clear and she is not under the influence, 
a third dose of 1/400 grain is given. If, however, 
the patient is in a mental state of amnesia, the in- 
jection is not given until one hour after the second 
dose. The amount of amnesia present is then used 
as a guide for repeated injections, but the dose of 
scopolamine is not more than 1/400 of a grain given 
at intervals of one to one and a half hours. Narco- 
phin is not repeated except in rare instances. 

The author’s results were complete amnesia in 83 
per cent of cases, analgesia in 8.7 per cent, and in 
8.3 per cent the drug had no effect. The operative 
interferences in this series were four medium forceps, 
eighteen low forceps, and two breech extractions. 
The number of perineal lacerations was reduced. 
On the part of the child, he found that of the series 
168 cried spontaneously; there were 30 children born 
with some degree of oligopnoea. The average delay 
for the vigorous cry of the infant was about five 
minutes. There were 4 asphyxiated children; 5 died 
during the first 24 hours; and one was stillborn— 
case of hydramnion. The causes in these cases 
were definitely determined, and in no way could be 
attributed to scopolamine. 

Scadron states that the only contra-indication 
against this method is primary inertia, and offers the 
following conclusions: 

Success means when the memory of the event of 
labor is lost, and depends on the employment of the 
proper technique and the administration of standard 
solutions. Treatment must begin when the patient 
is in active labor, and should not be employed in 
short labors. Perineal lacerations are diminished 
and there is less tendency to post-partum haemor- 
rhage. The puerperium is unaffected and patients 
convalesce normally. The patient must be under the 
constant care of a trained nurse, and the foetal heart 
frequently observed, especially at the end of the 
second stage. The daily systematic exercises and 
the early rising have a tendency to lessen uterine 
displacements and greatly aid involution. From his 
observations he thinks the treatment has no un- 
toward effect on the mother or child and advises all 
medical men interested in obstetrics to give it a fair 
trial. D. PHILiips. 


Smith, J. T., Jr.: Scopolamine Amnesia in Labor. 
Cleveland M. J., 1915, xiv, 43. 
By Surg., Gynec. & Obst. 
In this series of 35 cases the method of Gauss was 
followed, except that Smith found a larger initial 
dose desirable, the dose of morphine being 1/6 gr., 
and that of scopolamine 1/100 gr. In 5 cases only 
was the morphine repeated. The maximum number 
of injections was four. The author thinks that the 
3xecond stage of the labor was lengthened. As 
compared with 200 average primipara labors the 
time of the entire labor was increased two hours. 
After labor a few of the children were oligopnceic 
for several hours. Wiiuiam H. Cary. 
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Rongy, A. J.: The Use of Scopolamine in Labor. 
Am. Med., «915, x, 45. By Surg., Gynec. & Obst. 

It is certainly most unfortunate that the first 
comprehensive descriptions in this country of this 
form of treatment appeared in the lay publications, 
for not only did it create a strong prejudice against 
it within the medical profession, but it also tended to 
reflect upon the professional reputations of such 
eminent scientists as Krénig and Gauss, who, after 
most painstaking efforts extending over a period of 
eight years, have succeeded in developing an accu- 
rate and well-defined technique in the administra- 
tion of scopolamine-morphine in connection with 
labor. 

The profession has invariably proved itself equal 
to all occasions and, in this instance, it is to be re- 
gretted that a number of the foremost obstetricians 
were unduly hasty in expressing their opinion of this 
method through rather unusual channels without 
thorough investigation. A legitimate amount of 
conservatism is absolutely essential on the part of 
the medical profession, so that a proper equilibrium 
may be obtained and the public be protected against 
the results of over-enthusiasm. 

Scopolamine is passing through the same process 
of evolution common to all new methods of treat- 
ment. It is but natural to expect, at this day, that 
a great deal of opposition should arise against it. 
Not only is it condemned by those who think that 
they have had some experience, but even by those 
who have made no attempt to give this method a 
fair trial. 

A study of the literature reveals the fact that there 
are two distinct groups opposing this method of 
treatment: (1) those who have tried the method 
occasionally, based upon no definite technique, with 
results correspondingly unfavorable; (2) those who 
have given this method a fair trial, but have not 
followed the technique as outlined by Krénig and 
Gauss. 

In introducing this treatment the object was not 
only to study the scientific aspect of it, but also to 
ascertain whether or not the benefits derived by the 
patient, even should the treatment result success- 
fully, were commensurate with the special care and 
effort so necessary on the part of those in attend- 
ance. In forming conclusions, the opinions of pa- 
tients, especially the more intelligent ones, were 
taken into consideration. They nearly all agreed 
that this form of treatment robs labor of its agonies, 
creates an improved mental attitude, and instills 
within the patient a feeling of confidence, so much 
so that the anxiety of labor is eliminated. 

At this juncture it would even be speculative to 
suggest that this form of treatment may have a 
prenatal influence upon the child. If it be true that 
prenatal influences have a direct bearing upon the 
child, then surely an improved mental state on the 
part of the mother is not only most desirable, but 
essential. 

An argument very often advanced against this 
treatment is that if labor is to be made painless a 


physiological process is interfered with. Many 
further contend that the mother will lack the tender 
feelings for her child and that the dignity of mother- 
hood will eventually suffer. It is questionable 
whether or not the pain accompanying labor is 
entirely physiological. May it not be one of the 
relics left by ancestors? 

The action of scopolamine is chiefly upon the 
central nervous system. It quiets the cerebrum and 
diminishes the perception of pain, without apparent- 
ly influencing the contractility of the uterus. Labor, 
therefore, may progress uninterruptedly and the 
patient may not only fail to recollect these pains, 
but may even be entirely unaware of them. 

In the cases reported by the author, the technique 
of Gauss and Krénig was carefully followed. Six 
typical cases are reported. 

In 220 consecutive cases the following results 
were obtained: (1) in 183 cases, or 83.5 per cent, 
there was complete amnesia with analgesia; (2) in 
17 Cases, Or 7.5 per cent, there was analgesia without 
amnesia; (3) in 21 cases, or 10 per cent, the treat- 
ment failed to produce the desired effects. 

This treatment renders the pain less intense and 
apparently of shorter duration, for it is only the 
acme of the pain that the patient is probably con- 
scious of. If closely observed, there is no alteration 
in the actual time of uterine contractions. Appar- 
ently the intervals between pains are lengthened, 
but in reality they are about the same. The out- 
ward manifestations of pain, such as facial expres- 
sion and outcry, are markedly diminished. 

The average duration of labor in the series cited 
in primipare was 8.5 hours, figuring from the time 
of admission to delivery. The average time that the 
patient was under the influence of scopolamine was 
6.5 hours. The longest period that a patient was 
kept under was 29 hours, the shortest 1.5 hours. 
The average number of injections was 5; the highest 
number 18, the lowest 1. 

The author believes that the first stage of labor 
is actually shortened. This is most likely due to 
the softening effect that narcophin and scopolamine 
have upon the cervix and lower uterine segment. 
The second stage, however, is positively delayed. 
The patient, being in a semiconscious state, does not 
utilize her abdominal muscles to any great ad- 
vantage. No appreciable alteration in the amount 
of hemorrhage was noticed. 

The second stage being somewhat’ delayed, 
stretching of the perineum is more gradual and 
lacerations are, therefore, less likely to occur. 

One hundred and eighty-six babies, or 84.5 per 
cent, cried spontaneously. There were 34 cases, or 
15.5 per cent, in which oligopnoea was present in 
varying degrees. The total infant mortality was 
six deaths, or 2.7 per cent. One was a premature 
infant with spina bifida. The second died from 
melana neonatorum; the third from subdural hem- 
orrhage; the fourth from cedema of the glottis twelve 
hours after delivery; the fifth was from congenital 
transposition of the viscera; the direct cause of the 
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sixth was unknown; however, in this case, the 
mother received an overdose of narcophin. 

In this series, labor had to be terminated arti- 
ficially in 23 cases, or 10.5 per cent. In two cases of 
breech presentation, delivery was accomplished by 
bringing down a foot. In 21 cases forceps were used; 
of these, 3 were medium and 18 low. One case was a 
nephritic with marked oedema and it was deemed 
advisable to terminate labor quickly. In 3 cases the 
use of forceps was indicated because of persistent 
occipitoposterior positions. In one case labor was 
terminated because of an existing severe cardiac 
condition. In 3 cases labor was prolonged, the foetal 
head apparently meeting with some obstruction at 
the pelvic outlet. In 13 cases labor was terminated 
on account of a tedious second stage. In the last- 
mentioned cases the perineum was bulging with the 
caput showing, and practically all that was necessary 
was extension of the head with the forceps blades. 
The instruments were then removed and labor 
allowed to terminate spontaneously. 

It is interesting to note how little the patients 
were physically affected by labor. The exhaustion 
usually accompanying labor in primipara was 
entirely eliminated. They usually appeared very 
restiess the following day for, instead of having 
passed the previous day in pain and wakefulness, 
they had gone through labor in a state of semi- 
consciousness without any undue physical exertion. 
There were 163 primipare in the series, and this 
treatment seems best suited to first labors. 

The author’s conclusions are: 

1. Standard solutions are absolutely essential for 
the success of this treatment. 

2. No routine method of treatment should be 
adopted. Each patient should be individualized. 
This method does not merely consist of repeated 
injections of scopolamine at prescribed intervals, 
but the mental state of the patient should be made 
the guiding point. A subconscious state must be 
evenly maintained. 

3. Facilities should be such that the patient will 
not be unduly disturbed. 

4. A nurse or physician must be in constant at- 
tendance. 

5. This form of treatment is best carried out in 
hospitals, although there is no reason why it cannot 
be accomplished in well-regulated private homes. 
However, if for any reason the physician attending 
a patient at her home does not see fit to institute 
treatment early in labor, he surely can utilize this 
method in the second stage and still save the woman 
a great deal of unnecessary pain. That this may be 
accomplished was demonstrated in eight cases in 
which treatment was instituted at the end of the 
first stage of labor. All of these cases had marked 
analgesia with complete amnesia. 

6. It does not affect the first stage of labor, but 
the second stage is somewhat prolonged. 

7. Pain is markedly diminished in all cases, while 
amnesia is present in the greatest number of patients, 
and labor is not painless as is generally supposed. 


8. This treatment does not in any way interfere 
with any other therapeutic measures which may be 
deemed necessary for the termination of labor. 

9. Foetal heart sounds must be carefully watched. 
Sudden slowing calls for immediate delivery, if pos- 
sible, or treatment must be discontinued. 

10. Oligopnoea was present in 15.5 per cent of 
cases; however, normal respiration was very soon 
established and no ill effects were observed. 

11. No change in the course of the puerperium 
was observed, and convalescence progressed very 
smoothly. 

12. Women of a higher grade of intelligence are 
best suited to this form of treatment. 

13. This treatment is best carried out in primipa- 
re or in multipare with tedious labors. It has no 
place in short labors. 

14. This is an ideal form of treatment in patients 
suffering from cardiac disease. 

Epwarp L. CoRNELL. 


PUERPERIUM AND ITS COMPLICATIONS 


Purslow, C. E.: Puerperal Eclampsia. 
Lond., 1915, clxxxviii, 309. 
By Surg., Gynec. & Obst. 

The author’s discussion of puerperal eclampsia is 
divided in its prophylactic treatment into the treat- 
ment of the effects and of the toxemia and the 
obstetrical treatment. 

In the management of this condition it is of the 
utmost importance to recognize the common 
symptoms of the pre-eclamptic state, as albuminuria, 
persistent headache, cedema, disturbances of vision 
and hearing, and severe epigastric pain. When a 
considerable quantity of albumin is found in the 
later months of pregnancy, the patient should be 
put to bed at once. Give nothing but water for 
the first 48 hours, then milk well diluted, and con- 
tinue a very limited diet until the kidney function 
improves. Supplement this treatment with free 
purgation and retention normal salt solution per 
rectum. 

If, as usually happens, the patient is seen after an 
attack has occurred, she must be put to bed at once 
in a quiet, darkened room, as free as possible from 
all causes of external irritation, and the nurse given 
special instruction to keep her from harm in suc- 
ceeding attacks. Here again give water only, a 
quick acting aperient, as croton oil M ij, and after 
clearing the lower bowel give slowly 4 ounces of 
water with 2 ounces of magnesium sulphate. In 
addition to this he suggests the use of intravenous 
or subcutaneous injections of a solution of sodium 
chloride and sodium acetate, a dram of each to the 
pint. Various other methods have been used for 
controlling the attacks, as the use of chloroform, 
morphia, thyroid extract, nitroglycerine, veratrum 
viride, pilocarpine, oxygen, cold baths, decapsulation 
of the kidneys, and lumbar puncture. 

The author believes if labor has started and can 
be terminated quickly under an anesthetic it would 
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not be out of order to interfere, while if the cervix is 
not yet obliterated either the radical or the ex- 
pectant method of treatment may be pursued. The 
expectant plan is to be followed as outlined under the 
last paragraph, while if active interference is deemed 
wise either rapid dilatation and delivery or de- 
livery by vaginal or abdominal cesarean section 
should be done. 
C. D. Hotmes. 


Henkel, M.: Puerperal Infection of Wounds in the 
Light of Recent Research (Die puerperale Wund- 
infektion im Licht neuerer Forschung). Reichs- 
Med.-Anz., Leipz., 1914, XXxix, 417. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Distinction must be made between endogenous 

and exogenous infections. Hamolysis is not char- 
acteristic of certain strains of streptococci. Divi- 
sion into parasitic and saprophytic bacteria is not 
recognized. Bacteriological examination of the 
blood and vaginal secretion is important. In in- 
fected abortion expectant treatment cannot be 
given as a general rule, but a conservative operation 
is often necessary. The operation should be with 
the finger; no irrigation and no curettage being 
done. If the cervix is not dilated, artificial dilata- 
tion should not be performed, but anterior hyster- 
otomy without suture. Bonpy. 


Winter, G.: Retention of Placenta and Puerperal 
Fever (Placentarretention and Puerperalfieber). 
Monatschr. f. Geburtsh. u. Gyndék., 1915, xli, 56. 

By Surg., Gynec. & Obst. 

In contrast to the usually accepted opinion, 
Winter holds that puerperal fever is not caused by 
retention of remnants of placenta; it only happens 
that they coexist in many cases. He expressed 
this opinion in a former publication, to which Ahlfeld 
replied in support of the older opinion. Winter 
replies to Ahlfeld’s arguments in this article. He 
agrees that auto-infection from bacteria in the vagi- 
na is both possible and frequent, but he holds that 
the bacteria penetrate the wall of the uterus directly, 
and that this occurs whether or not there is retained 
placenta. In support of this idea he cites statistics 
from his own clinic; among 149 cases of retention of 
placenta the puerperium was afebrile in 66, or 44 
per cent; it was slightly febrile in 75, or fifty per 
cent; and there were 8 severe cases of fever with 
one death. But in 4 of these severe cases there had 
been an operation that might have been responsible 
for the infection. 

In order to demonstrate from the autopsy find- 
ings that the infection was caused by the retained 
placenta it would be necessary to show that the 
entire thickness of the placenta was infested with 
bacteria down to the maternal blood-vessels. In 
all the cases examined by Winter he found bacteria 
only in the peripheral part of the placenta. 

The reason he thinks it so important to decide 
this question is that the old conception of it makes 
it imperative to empty the uterus of the retained 
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remnants at once; in so doing opportunity is created 
for further infection. He hopestostimulate further 
investigation of the subject with a view to influencing 
treatment. A. Goss. 


Henkel, M.: Puerperal Fever and Treatment of 
Febrile Abortion (Ein Beitrag zur Lehre vom 
Puerperalfieber und zur Behandlung des fieberhaften 
Abortes). Virchow’s Arch. f. path. Anat., etc., 
Berl., 1914, ccxvi, 361. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses Semmelweiss’s teaching 
with regard to puerperal infection, but he advises 
a more conservative technique in order particularly 
to avoid making new wounds in the internal genital 
organs. The lochia is taken not from the uterus 
with a tube, but from the vault of the vagina with 
a sponge. The uterus should not be irrigated at 
all. The bacteriological question is not so im- 
portant as has been assumed heretofore, because, 
after careful examination of the lochia in puerperal 
processes, it has thus far had no marked effect in 
preventing puerperal fever, but it is important to 
make a bacteriological examination of the blood, 
the chief emphasis being laid on comparison of the 
results of several such examinations. The ex- 
amination should not be limited to the genital 
organs. It is much more important to determine 
whether a general infection has begun and how far 
it has progressed; clinical and anatomical signs are 
of more importance than bacteriological ones. In 
doubtful cases it can be determined whether a 
general infection has set in by opening Douglas’ 
pouch and making a bacteriological examination of 
the secretion. 

With regard to abortion, Henkel believes that in 
non-infected cases it is best to wait for spontaneous 
discharge of the contents of the uterus, but that in 
infected cases the uterus should be emptied as 
quickly as possible. This should be done with 
the finger with as much care as possible. The in- 
fected endometrium should not be curetted. If 
the cervix is not dilated, its rapid dilatation with 
rigid dilators or laminaria tents may be danger- 
ous, because of injury to the cervix or pressure 
gangrene. 

The author has had good results in 24 cases of 
infected abortion in which he performed anterior 
colpohysterectomy for the purpose of opening the 
cervical canal. The operation is simple and the 
wound does not have to be closed with sutures 
but heals spontaneously without leaving any bad 
effects. 

The chief cause of febrile abortion is criminal 
abortion. In such cases therapeutic measures 
should depend on the bacteriological examination 
of the secretion from Douglas’ pouch. 

In the prognosis of febrile abortion it is important 
to determine whether the infection took place 
through the blood or lymphatic circulation; that is, 
secondarily. If so, the prognosis is very unfavor- 
able. BoreELL. 
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Stroganoff, W. W.: The Treatment of Beginning 
Puerperal Disease with Hot Vaginal Irrigations 
(Die Behandlung der beginnenden Formen puer- 
peraler Erkrankungen mit heissen Vaginalspiil- 
ungen wechselnder Zusammensetzung). Novoye 2 
Med., St. Petersb., 1914, viii, 513. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Stroganoff, from theoretical study and clinical 
results, recommends a systematic use of several 
disinfecting solutions in puerperal disease. The 
treatment of puerperal disease consists in killing 
the cause of the infection. Since micro-organisms 
have the capacity of accustoming themselves to 
poisons and show different degrees of sensitiveness 
to one disinfectant or another, and since puerperal 
infection is sometimes caused by several different 
kinds of bacteria, the different disinfectants must 
be used at the same time. The simultaneous use 
of different substances also offers the advantage 
that the effectiveness may be increased (Biirg’s 
law). The high temperature of the irrigating 
fluid (37 to 38° R. or 46.25 to 47.5° C.) produces a 
temperature that is not the optimum for the growth 
of the bacteria and produces electrolytic dissociation 
of the substance, and also stimulates the uterus to 
contraction. In mild diseases we should begin 
with bichloride irrigations 1:3000 or 1:4000 at 37 
to 38° R. If no improvement takes place, irrigations 
are given three times a day: (1) bichloride 1:3000; 
(2) 1.5 per cent carbolic acid solution; (3) bi- 
chloride with denatured alcohol — one-half to 1 glass 
of alcohol to 1 liter of alcoholic solution. This treat- 
ment is supplemented by ice, the ice-bag being 
removed three-fourths of an hour after the irrigation; 
abundant fluid, chiefly tea with cognac and three 
to six glasses of wine, is given daily. 

If retention is suspected the uterus is emptied, 
followed by irrigation with bichloride 1:5000 and 


the addition of one-half to 1 glass of 96 per cent 


alcohol. 

Stroganoff has treated 30 cases of severe puerperal 
disease by this method, with one death. The 
others had fever on an average of 3.76 days. He 
recommends that his method be further tested. 

WAEBER. 


Cumston, C. G.: Gangrene of the Limbs During 
the Puerperium. Am. J. Obst... N. Y., 1915, 
Ixxi, 53. By Surg., Gynec. & Obst. 

The author discusses occlusion of the arterial 
system, of the venous system, and of both. 

Arterial occlusion may be due to embolism from 
endocarditis, thrombosis of the left heart, or para- 
doxical embolism; primary arteritis from septic or 
toxic endarteritis; secondary arteritis by propaga- 
tion of the imflammation of the neighboring veins; 
primary thrombosis from the uterine artery or its 
placental ramifications; secondary thrombosis from 
total occlusion of the circulation in the venous sys- 
tem. 

Venous occlusion may result from a_ primary 
phlebitis or septic or toxic thrombophlebitis; 
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secondary phlebitis from a metrophlebitis, an ex- 
tension of the inflammation of a neighboring artery, 
or by contiguity or a primary thrombosis beginning 
in the veins. 

Cumston does not believe that a phlebitic throm- 
bosis alone can by any possibility give rise to gan- 
grene, because a collateral circulation becomes too 
quickly established for blood stasis to become ab- 
solute. He quotes the statistics of Wormser and of 
Winterer, which show that arterial obliteration is 
the most frequent. The chief cause of gangrene is 
infection, and probably in all cases a puerperal en- 
dometritus opens the way. At the commencement 
of the process it is impossible to tell whether the 
case is one of dry or moist gangrene, but in a general 
way it may be assumed that arterial obstruction 
will result in mummification, while moist gangrene is 
the outcome of venous occlusion. 

The general treatment of gangrene consists in 
sustaining the strength, while the pain and elevation 
of the temperature must be dealt with along symp- 
tomatic lines. As soon as a line of demarcation 
appears no time should be lost in amputating. 

C. H. Davis. 


MISCELLANEOUS 


Eben, R.: Diagnosis of Pregnancy in the Early 
Stages and Study of the Diagnostic Value of 
the Skin Reaction in Pregnancy (Beitrige zur 
Diagnose der friihen Schwangerschaftsstadien nebst 
Untersuchungen iiber den diagnostischen Wert der 
Cutanreaktion in der Schwangerschaft). Prag. med. 
Wehnschr., 1914, XXXix, 301. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Eben examined 18 cases of early pregnancy 32 
to 52 days after the last period. His attention 
was directed to the symptom of marked ante- 
flexion of the uterus and increase in the diameter. 
‘In 11 of 12 cases these symptoms were ‘sufficient 
for diagnosis. In the remaining cases Hagar’s 
sign was positive in some and doubtful in others. 
In many cases Abderhalden’s reaction was of value. 
In to cases of certain pregnancy Engelhorn and 
Wintz’s skin reaction with placental extract was 
tried and the results were negative in all cases. 

SCHNEIDER. 


Welsch, H.: Diagnosis of Pregnancy by Abderhal- 
den’s Method; Its Application in Legal Medi- 
cine (Le diagnostic de la grossesse par la méthode 
d’Abderhalden; son application en médicine légale). 
Ann. @hyg., Par., 1914, xxi, 497. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses Abderhalden’s serum diag- 
nosis, especially for the demonstration of preg- 
nancy. According to Abderhalden, the reaction 


has always been positive in every case, but Welsch 
claims that these results have not been obtained by 
others. 

The author has been able to make the diagnosis 
in a number of cases from blood spots on the clothing 
or bed linen, even when the spots were dry; some- 
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times the reaction was positive sixty-five days after 
drying. This is a very important point in legal 
medicine. STADLER. 


Murray, H. L.: Acidosis and the Nitrogen Parti- 
tion in Pregnancy. Brit. M. J., 1915, i, 151. 
By Surg., Gynec. & Obst. 

The excretion of ammonia in pregnancy is not a 
reliable basis for the detection of acidosis, for it 
may be normal in acidosis and higher without 
acidosis. 

The estimation of the acetone bodies gives a 
somewhat better estimation though a rough one. 
Variations in ammonia value may be due either to a 
fault in protein metabolism or to a compensatory 
process to neutralize an acidosis. There are types 
of acidosis in which the ordinary acetone bodies 
do not occur. The presence of some acetone in 
urine is not a proof of acidosis. Emit SCHWARZ. 


Gaetano, B.: The Influence of Lactation upon 
Restitution of the Thymus After Pregnancy 
(Der Einfluss des Saiugens auf die Restitutions- 
faihigkeit des Thymus nach der Schwangerschait). 
Zentralbl. f. allg. Pathol., 1914, xxv, No. 22. 

By Surg., Gynec. & Obst. 

The author removed small pieces of thymus of 
rabbits during pregnancy so as to compare the 
tissue with the thymus after the experiments were 
completed. These pieces of thymus showed the 
changes described by Fulci, consisting of an atrophy 
of the thymus with cedema and sclerosis during 
pregnancy. The animals were killed later, some 
after a post-partum period without lactation, some 
after a period of lactation, and some after a lacta- 
tion free-period following lactation. The results 
showed that after the termination of pregnancy the 
thymus soon returns to its normal state, the changes 
all disappearing. If lactation follows pregnancy, the 
changes remain until lactation ceases, when imme- 

diate restitution sets in. Lactation therefore is a 

factor delaying the restitution of the thymus after 

pregnancy. L. A. JUHNKE. 


Nebesky, O.: Chorio-Angiomata (Beitrag zur Kennt- 
nis der Chorioangiome). Monatschr. f. Geburtsh. u. 
Gyndk., 1914, xl, 42. 

By Zentralbl. t. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Besides 88 authentic cases of chorio-angiomata 
from the literature, the author reports one of his 
own in which the delivery was normal; the child 
was living and weighed 2,580 gm.; there was no 
hydramnios. The tumor, as large as a medium- 
sized orange, was 4.5 cm. in diameter and was 
located between the point of insertion of the um- 
bilical cord and the edge of the placenta. 

The author discusses the various opinions as to 
the character of the new-growth, whether it is a 
true tumor or a primary regressive process of 
degeneration; from his own case he thinks it is a 
true tumor, an angioma of the chorionic villi. 
Growth through sprouting of the capillaries could 


not be demonstrated; there was a sharp separation 
between the tumor and the surrounding chorionic 
connective tissue. The unusual structure of the 
tissue was particularly noticeable; slightly enlarged 
it resembled somewhat cross-sections of glands, such 
as those of the liver and mammary glands. No- 
where in the tumor was the form of the chorionic villi 
indicated, and, according to Ruge and Rob Meyer, 
this is an indication of the fact that it was a new- 
growth. At birth there was beginning necrosis of 
the tumor, and part of the placenta lying beneath 
the tumor was necrotic; the other half was hy- 
peremic, but was otherwise normal in structure. 
The cause of the necrosis in both cases must have 
been the same, since it was the marginal portions 
that were most affected. 

Nebesky doubts the assumption of a circulatory 
disturbance, such as heart disease, nephritis, heart- 
failure, and arteriosclerosis as causes, but thinks 
they may further development. 

The prognosis for the mother is not bad, but is 
very bad for the child. The decisive point in the 
prognosis for the child is whether the remaining 
normal placenta is sufficient to carry out the 
placental function. GRAEUPNER. 


Stoeckel, W.: Obstetrics (Geburtshilfe). Jahresk. f. 
drztl. Fortbild., 1914, v, 3. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the decline in the birth-rate, 
prevention of pregnancy, and abortion. The first 
is chiefly voluntary and is not due to inability to 
bear children, although many things indicate that 
the capacity for reproduction is decreasing. The 
economic life of women threatens their capacity 
for motherhood. A great deal of harm is done in 
extending the indications for artificial abortion. 

In the author’s opinion the Abderhalden method 
is so difficult that it can scarcely be used in practice 
as a means of diagnosis. Veit’s assertion that the 
Abderhalden method enables us to recognize the 
albumin discharge in the urine during pregnancy 
as foetal albumin is important, because it throws 
light on the kidney diseases accompanying preg- 
nancy. The practical use of Schottlinder’s pro- 
posed method of diagnosis of the different months of 
pregnancy from histological examination of the 
placenta is still doubtful. The investigations of 
Naeke and Lutz are of medicolegal importance. 
They point out that “mature” and “full-term” 
are not identical. 

Of the obstetrical operations, hebosteotomy 
seems almost to have disappeared. Potter’s pro- 
posed treatment of flat pelvis by resection of the 
promontory deserves mention. The results of 
extraperitoneal caesarean section are good. In- 
jections of natural and artificial serum have shown 
good results in the toxicoses of pregnancy. In 
the treatment of eclampsia the combined treatment 
is probably best: viz., exclusion of irritation, 
chloral enemata, and delivery as soon as it can be 
performed without danger. BENTHIN. 
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Gall, P.: Indications and Contra-Indications for 
Extract of Hypophysis in Obstetrics (Indika- 
tionen und Kontraindikationen der Hypophysenex- 
trakte in der geburtshilflichen Praxis). Gynak. 
Rundschau, 1914, viii, 394. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author reports observations in over 300 
cases in which pituglandol was used. 

The indications are as follows: (1) weak pains 
(in the early months of pregnancy the effect is 
slight; in artificial premature delivery, especially 
with metreurysis, more prompt); (2) face and 
breech presentations and placenta previa in com- 
bination with metreurysis or version; (3) con- 
tracted pelvis, provided that the degree of contrac- 
tion makes a delivery by the normal route possible; 
(4) retention of the placenta — no effect in placenta 
accreta; (5) caesarean section; and (6) atony (in 
conjunction with the injection of secavornin). 

Contra-indications are extreme contractions of 
the pelvis, transverse positions threatening rupture 
of the uterus, heart and kidney diseases, and eclamp- 
sia. SCHIFFMANN. 


Bucura, K. J.: Some Questions in Obstetrics and 
Gynecology; Strengthening the Pains During 
Labor; Radium and Réntgen Treatment in 
Gynecology; Treatment of Myomata (EFinige 
aktuelle Fragen aus Geburtshilfe und Gynikologie; 
Wehenverstirkung bei der Geburt; Radium und 
Réntgen Therapie in der Gynikologie; Behandlung 
der Myome). Wien. med. Wchnschr., 1914, Ixiv, 
1588. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In using hypophysis preparations for strengthen- 
ing the contractions in delivery, strict account 
should always be taken of the indications and contra- 
indications. They are indicated during the second 
stage of labor at the normal end of pregnancy, and 
are contra-indicated in sclerosis of the coronary 
arteries and in nephritis with increased blood- 
pressure, acute anaemia, distention of the lower 
segment of the uterus, and in scars and strictures 
of the cervix. If these contra-indications are pres- 
ent, it is better to use quinine o.1 every half hour 
or hour, or, better still, quineonal (Merck), as it 
causes less pain. 

According to the author’s experience in radium 
treatment, all malignant tumors of the body and 
cervix of the uterus and all malignant new-growths 
of the vulva and vagina should be operated upon 
in combination with radium treatment. The latter 
alone should be used only in superficial carcinomata 
of the vulva and vagina and in recurrences. 

Réntgen treatment is indicated in gynecology for 
diseases of the uterus which do not demand surgical 
intervention, pruritis and krauroris vulve, inoper- 
able carcinomata of the uterus, and malignant in- 
operable tumors of the ovary, and in all recurrences 
of carcinoma. It is contra-indicated in myoma in 
young women where malignancy is suspected and 
in incarcerated, suppurating, rapidly growing sub- 
mucous myomata. 
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In the treatment of myoma Bucura reaches the 
following conclusions: (1) The patient must be 
told if she has a myoma that cannot be treated. 
(2) Réntgen treatment should be used only in 
uncomplicated cases in patients over forty. (3) 
Cases should be operated upon which cannot be 
influenced by medicinal treatment or by radium 
therapy. FRANKENSTEIN. 


Morse, A. H.: Bilateral Congenital Caput Ob- 
stipum. Surg., Gynec. & Obst., 1915, XX, 74. 
By Surg., Gynec. & Obst. 

Morse reports a case of foetal dystocia, due to 
extension of the head, which was delivered by ab- 
dominal cesarean section. 

At first it was thought that the extremely retract- 
ed position was due to brow presentation, but since 
there was no tendency to assume the normal posi- 
tion some other cause was sought for. There was no 
tumor of the neck nor was the thymus or vertebral 
column abnormal; by exclusion, the diagnosis of 
double wry-neck was made. 

The sternomastoid muscles could be distinctly 
palpated, and the question arose as to whether 
spasmodic contraction of both these muscles could 
give rise to such a deformity. 

The sternomastoids were accordingly dissected out 
in a stillborn but unmacerated foetus. Traction was 
then made on the mastoid processes by grasping 
each muscle at its center with an artery clamp, and 
rotation backward of the head occurred. Heavy 
silk sutures were then passed from the point of inser- 
tion to the point of origin of each muscle, approxi- 
mately in its course. Traction made upon the lower 
ends of these sutures, the cadaver being in a hori- 
zontal position, swung the head backward even to a 
greater degree than in the first experiment. The 


position was the same as that noted clinically, and 
the experiments demonstrated that the extreme 
extension could be explained by the combined ac- 
tion of the sternomastoid muscles. 

The condition cleared up spontaneously when the 
child was four months of age, apparently as the result 
of constant massage on the part of the mother. 
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Gunson, E. B.: Child with Tooth Erupted at Birth. 
Proc. Roy. Soc. Med., 1914, viii, Sect. Dis. Child., t. 
By Surg., Gynec. & Obst. 
Gunson reports a case in which the left lower 
median incisor was erupted at birth in a male infant, 
one of twins born at full term. On the tenth day 
the tooth which was then loose and attached only 
by the gum was removed, as its presence interfered 
with suckling. The right lower median incisor 
had then also appeared through the gum. The child 
was well developed and presented no other abnor- 
mality. The fellow twin was normal. 
Epwarp L. CorNELL. 


Grulee, C. G.: Care and Feeding of Incubator 
Babies. Surg., Gynec. & Obst., 1914, XX, 234. 
By Surg., Gynec. & Obst. 

Grulee reports 8 incubator babies treated at the 
Presbyterian Hospital, Chicago, between December 
31, 1913, and November 15, 1914. This included 
all the premature infants treated by the author at 
that period at this hospital. Of those treated one 
died; this was a child delivered by cesarean section, 
the infant being found free in the abdominal cavity. 
The incubator temperatures were all favorable, none 
being below 94° F. Weight when first seen: less 
than 2 pounds, 1; between 2 and 3, 3; between 3 and 
4, 3; and one weighed 6 pounds. 

The author emphasizes the necessity for care- 
ful attention to these babies, which should be 
directed along two lines: (1) temperature of the in- 
cubator—high temperature in the incubator is 
dangerous as well as low temperature; (2) the nurse 
should not handle the child except when necessary. 
The four-hour period for feeding is advised, the in- 
fant to be fed by gavage. The conclusions are: 

1. Attention to detail was largely responsible for 
the survival of seven out of eight premature babies. 

2. In every case the four-hour interval for feeding 
was strictly observed. 

3. In the two cases which were fed artificially, un- 
diluted albumin milk was given, to which, within a 
few days, was added carbohydrate in the form of a 
dextrin maltose mixture. 
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Crowe, S. J., and Wislocki, G. B.: Experimental 
Study of the Suprarenal Glands  (Experi- 
mentelle Untersuchungen an Nebennicren). Beitr. 
s. klin. Chir., 1914, xcv, 8. 

By Surg., Gynec. & Obst. 

The authors describe a series of 31 experiments on 
dogs for the purpose of examining the function of 
the suprarenal glands, and supplement the report of 
their experimental pork by giving tables showing 
the results of the operation. 

They come to the following conclusions: 

1. Inthe dog the suprarenal glands are necessary 
to life, and it is probably the cortex and not the me- 
dulla that is the essential part. 

2. After partial extirpation of the suprarenals 
the part left shows hypertrophic changes. The in- 
crease is in the cortex, chiefly in the zona fasciculata. 
The medulla does not show any compensatory 
hypertrophy. 

3. In some cases chronic infection of an animal 
having suprarenal insufiiciency produces local necro- 
sis without haemorrhage in the zona fasciculata of 
the cortex of the remaining part of the suprarenal. 
There was no hemorrhage or destruction of the cells 
of the medulla in any of the cases as a result of an 
acute or chronic infection. 

4. After almost complete removal of both supra- 
renals the animals often showed general convulsions, 
subnormal temperature, and other symptoms of 
acute suprarenal insufficiency. In some cases the 
animals recovered after these symptoms and de- 
veloped normally in growth and sexual function. 
The temperament did not change; they increased 
in weight, but not to an abnormal degree. There 
was no polyuria. 

5. There was no permanent rise or fall of carbo- 
hydrate metabolism as a result of suprarenal in- 
sufficiency. 

6. Temporary glycosuria followed the operation 
whether it was on the right or left side. 

7. Autoplastic transplantation may take, but 
it has no functional value. If a piece of suprarenal, 
consisting of marrow and cortex, is transplanted, 
the cells of the cortex may persist, while those of the 
medulla are absorbed. 

8. There seems to be a relation between the su- 
prarenals and the lymphatic system. On autopsy 
the most striking finding in an animal with supra- 
renal insufficiency of long duration, was the enlarge- 
ment of the mesenteric and retroperitoneal lym- 
phatic glands and the solitary follicles in the intes- 
tinal wall. Frequently there was hyperplasia of the 
thymus. Further experiments are to be made on 
this point. A. Goss. 


Simon, W. V.: Movable Kidney (Beitrige zur 
Kenntnis und Behandlung der Wanderniere). 


Zischr. f. Urol., 1914, viii, 609. 
By Surg., Gynec. & Obst. 

Case histories are given of the 48 cases on which 
this article is based. Eight of the patients were 
men, a rather high percentage compared with most 
statistics. 

Simon does not believe that childbirth has any 
particular influence in the etiology; he is inclined 
to think that it is a congenital condition. In 25 of 
the cases nephropexy was performed, and the re- 
sults were not particularly better than in the cases 
treated conservatively, though it must be taken 
into consideration that the cases operated upon were 
the most severe ones. Many of the patients have 
to wear a binder after the operation, or the painful 
symptoms recur. 

In a great many cases the diagnosis is not certain; 
that is, it is not certain whether the symptoms de- 
scribed are really due to the movable kidney. 
Operation should be undertaken only when all other 
methods of treatment, such as bandages, diet, etc., 
have failed, and when gynecological conditions, 
appendicitis, and other diseases can be absolutely 
excluded as the cause of the symptoms. Nephro- 
pexy should not be performed in patients with hys- 
teria or neurasthenia. A. Goss. 


Thompson, G. S.: A New Operation for Movable 


Kidney. Med. J. Austral., 1915. i, 168. 
By Surg., Gynec. & Obst. 
The method advocated is unique. From a 


mechanical point of view it seems logical, but some- 
what illegical from a physiological point of view, so 
much so that time alone will prove the correctness 
of either view. 

Practically, the kidney is surrounded by a net 
similar to one worn by women over their hair, but 
made either of chromicized catgut or of floss silk. 
The kidney being exposed in the natural way, the 
net is placed over the same as over a woman’s 
head, the pelvis and ureter being free as is the 
person’s face. The advantage claimed for the 
operation is that the kidney remains in position as 
placed and is yet permitted a certain amount of 
normal mobility which is not given with other 
forms of fixation, provided the technique recom- 
mended to prevent the net’s slipping is observed. 
The contra-indication is the possibility of the 
presence of the netting provoking the formation of a 
fibrous capsule, making an inelastic covering which 
will interfere with the normal expansion and con- 
traction of the kidney, with increased or lessened 
circulatory activity. 
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The author reports one case operated upon in 
1909, which is still quite well and free from all 
symptoms, but he admits that his own experience 
and that of others is not sufficient to make per- 
manent deductions as to the efficiency and prac- 
ticability of the operation. G. S. PETERKIN. 


Barber, W. H., and Draper, J. W.: Renal Infection; 
a Further Experimental Study of Its Relation 
to Impaired Ureteric Function. J. Am. M. Ass., 
1915, lxiv, 205. By Surg., Gynec. & Obst. 

In the discussion of this very interesting subject, 
the authors consider the physiology, embryology, 
and anatomy of the ureter. The experimental 
procedures which they initiated to determine the 
local factors covering the infection were those (1) 
concerning the ureterovesical valves (2) and 
peristalsis of the ureter. 

The conclusions reached by the authors are: 
(1) Given an infected bladder and making due 
allowance for systemic and local resistance the 
ureterovesical valves can be cut without resulting 
renal infection — duration of life indefinite. (2) 
If the ureter is circumcised to, but not through, the 
vesical mucosa, the kidney remains normal —dura- 
tion of life indefinite. (3) Ureteral traumatism 
resulting in greater or lesser degrees of impairment 
of function, as indicated by prostatic paralysis, 
resulted in 75 per cent of cases in hydronephrosis, 
which in the early stages were not infected; a 
mechanically changed kidney which might or might 
not be infected later — average duration of life, 
30.33 days. (4) If the valves were cut and the 
ureters were paralyzed, hydronephrosis did not 
occur, but the kidneys underwent a primary in- 
fective change in 50 per cent of cases — average 
duration of life, 13.57 days. I. S. Kot. 


MacGowan, G.: Hzmatogenous Kidney Infec- 
tions. J. Am. M. Ass., 1915, lxiv, 226. 
By Surg., Gynec. & Obst. 


MacGowan claims as an etiological factor in the 
production of hematogenous infections of the 
kidney that we must necessarily have the presence 
of pus-producing organisms in the blood and a 
lowered local resistance in one kidney. An infection 
of the kidney or bladder may be esteemed as haemic 
in its origin when no evidence can be elicited that 
at any time an instrument has been introduced 
into the bladder or that a communication has been 
established between the intestine and the pelvis of 
the kidney. 

The micro-organisms which have been known to 
cause hemic infections of the kidney or urinary 
tract are, in the order of their frequency, colon 
bacilli, tubercle bacilli, staphylococcus aureus, 
streptococcus, gonococci, proteus hausseri, typhoid 
bacilli, paratyphoid bacilli, and pneumococci. 
An account of the diagnosis follows, and the treat- 
ment of each individual type of infection is taken up 
separately. I. S. Kort. 


Proctor, J. M.: Sarcoma of Kidney. South. M. J., 
IQI5, Vili, 36. By Surg., Gynec. & Obst. 
The author gives the clinical findings and points 
of diagnosis in a case of sarcoma of the kidney. 
The patient, a boy aged 2 years and 8 months, had a 
previous history of malaria 6 months before the 
onset of sarcoma. Four weeks before his death the 
mother noticed an enlargement in the left side of 
the abdomen. The father, who was a physician, 
considered this swelling to be due to a large spleen 
because of a previous attack of malaria. Some 
gastric disturbance developed, which was not re- 
lieved by treatment, and the tumor enlarged very 
rapidly. The author was called in consultation 
and found a very much emaciated and restless child, 
pulse 120, temperature 99°, respiration 40. Breath- 
ing seemed to be very difficult. A large mass 
filling the left abdomen and flank and projecting 
into the left iliac region was felt. This mass was 
hard and indurated and a distinct depression was 
found between it and the left costal margin. There 
seemed to be no movement on respiration. Exami- 
nation of the urine showed microscopic blood. The 
biood showed leukocytosis but no plasmodia of 
malaria. The child had a few sinking spells, and 
his breathing became more and more labored until 
he was very much cyanosed. An operation was 
considered, but because of the lung symptoms it 
was not thought advisable. He died four weeks 
from the date of the discovery of the tumor by the 
mother. 

Proctor based his diagnosis of renal sarcoma on 
the following points: (1) age, (2) location, (3) rapid 
growth of the tumor, (4) immobility on respiration, 
(5) space between the costal arch and the upper end 
of the mass, (6) microscopic blood, (7) inflation 
of the colon in front of the tumor, and (8) absence 
of malarial plasmodia. 

An autopsy was made which showed the in- 
testines pushed into the right abdomen, the as- 
cending colon being in front of the colon and ad- 
herent to it. The spleen was normal in size. No 
fluid was found in the abdomen. A mass was 
found as described above and was diagnosed as a 
tumor of the kidney. Microscopic examination 
showed it to be a sarcoma. G. J. THomas. 


Rochet, V., and Thévenot, L.: Tuberculosis of 
Horseshoe Kidney (Tuberculose du rein en fer a 
cheval). Lyon chir., 1914, xii, 101. 

By Surg., Gynec. & Obst. 
Horseshoe kidney is an anomaly that occurs 

frequently enough to make it of considerable im- 

portance in pathology. Botez has found it once in 

715 autopsies and once in 143 operative cases. 

Rochet and Thévenot have collected 10 cases from 

the literature of tuberculosis in a horseshoe kidney, 

brief abstracts of which are given, and they add a 

detailed case history of one case of their own. In 

such cases a diagnosis must first be made of renal 
tuberculosis; they review the various methods of 
functional examination of the kidneys for this 
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purpose; in the second place the existence of a horse- 
shoe kidney must be established. The ureteral 
orifices appear at the normal location and there is 
nothing in the cystoscopic examination to reveal 
the anomaly. Careful palpation will reveal a median 
transverse mass, with two lateral lobes situated 
lower down and nearer the median line than the 
normal kidneys. If the two ureters are catheterized 
with opaque catheters and collargol injected into 
the pelves, the ureters and pelves will be found 
much nearer the median line than normal. 

Fortunately the tuberculosis is generally uni- 
lateral, and the two lobes function independently, 
so that removal of one lobe has the effect of a total, 
not a partial nephrectomy. The fatal effects of the 
latter are well known. The functional sufficiency 
of the remaining lobe must, of course, be demon- 
strated. In 7 of the cases resection of one lobe was 
performed, in 5 with complete success. 

As to the method of operation, median laparot- 
omy is preferable to the lumbar incision, because 
it brings into view the vascular pedicles of the kid- 
ney; in addition to those for each lobe there is usual- 
ly a median one for the isthmus, made up of two 
short arteries from the aorta or the mesenteric 
arteries. It is easy to avoid these in the abdominal 
operation. The isthmus is sometimes adherent and 
great care must be exercised in freeing it. If these 
precautions are taken the operation is not more 
difficult than an ordinary nephrectomy. In only 
one case was the operation followed by a urinary 
fistula. A. Goss. 


Kidd, F.: Nephrectomy for Kidney Tuberculosis 
(Zwei neue Gesichtspunkte in der Frage der Nephrek- 
tomie wegen Nierentuberkulose). Z/schr. f. Urol., 
1914, Vili, 446. By Surg., Gynec. & Obst. 

Nephrectomy is universally acknowledged to be 
the proper treatment for tuberculosis of the kidney, 
when it can be shown by catheterization of the 
ureters that the disease is unilateral and that the 
other kidney has sufficient functional capacity. But 
in many patients the bladder is so sensitive that 
cystoscopy and catheterization of the ureters is impos- 
sible. And in many cases, too, the wound becomes 
infected with tubercle bacilli, and a very stubborn 
and persistent fistula is formed. 

To avoid the first difficulty the author advises 
examination of the ureters, because if the kidney 
is infected the ureter is sure to be. If the tuberculous 
foci are large and extramuscular as well as sub- 
mucous the ureter is thickened and can be palpated 
through the rectum or vagina. If they are small and 
only submucous they cannot be palpated, but a 
skilled operator can tell by inspection whether the 
ureter is infected. When rectal or vaginal examina- 


tion shows one ureter involved, and not the other, 
the uninvolved one is laid bare by a small incision, 
and if inspection shows it to be free the affected kid- 
ney is immediately removed. 

The author has operated upon six cases examined 
in this way with complete success, in which there 
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was no other means of deciding the question. He 
thinks infection of the wound is due to the fact 
that most surgeons shell the kidney out of its fatty 
capsule and leave the capsule in place. He believes 
the kidney should be removed intact, together with 
the fatty capsule and the fascia. A. Goss. 


Casper, L.: Kidney Operations in Bilateral Kidney 
Disease (Nierenoperation bei doppelseitigen Nier- 
enerkrankungen). Zéschr. f. Urol., 1914, viii, 546. 

By Surg., Gynec. & Obst. 

The question of operability of a kidney depends 
rather more upon its functional capacity than upon 
its anatomical condition. Casper leaves out of 
account the phenolphthalein test as he does not 
think its value has been sufficiently demonstrated. 
He defines as a kidney with good function one that 
begins to excrete coloring matter within 5 to 8 
minutes after injection of indigo-carmin, and be- 
comes blue in a short time, produces saccharin 18 to 
25 minutes after the injection of phloridzin, and 
whose freezing point varies sufliciently on the ad- 
ministration and withdrawal of fluid. 

An insufficient kidney does not produce sugar 
after the administration of phloridzin, does not 
excrete coloring matter until late and then only 
becomes green, and there is deficient reaction to 
the administration of fluid. Operation when the 
second kidney is in this condition is dangerous. 

Some authors have reported that sometimes nor- 
mal kidneys do not excrete sugar after phloridzin. 
Casper explains their results by a number of factors: 
there are poor qualities of phloridzin on the market 
that do not cause sugar production; too small a dose 
is sometimes given, the normal dose being 0.01 gm.; 
polyuria may dilute the urine to such an extent that 
the reaction is not apparent. Fluid should not be 
given just before the examination and a dose of 
morphine may be given to avoid nervous polyuria. 
Nutrition has an effect on sugar production, so food 
should be taken one to three hours before the ex- 
amination. Contracted kidney may not show any 
symptoms for a long time, so the negative reaction 
may be explained by the fact that the kidney is 
really diseased, though it shows no symptoms. 

The author believes that if the tests are made 
with sufficient care and regard to all these facts, the 
normal kidney will always react to phloridzin. He 
has performed 322 operations in unilateral kidney 
disease; in the series there were 19 deaths, none of 
them due to defective function of the other kidney. 
He gives brief case histories of 8 operations in bi- 
lateral kidney disease in which the tests showed 
that the function of the second kidney was suffi- 
cient; 7 of these lived and one died. Kidneys that 
function moderately well are apt to improve after 
removal of the more seriously diseased kidney, 
because greater demands are made on their function- 
al capacity and the toxic influence of the diseased 
kidney is removed. He states that his judgment 
was defective as to the functional capacity in only 
one case. 
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Barth of Danzig reports a series of cases with no 
failures in diagnosis. Histories are also given of 9 
cases in which the second kidney was judged in- 
adequate before operation, and 8 of these patients 
died. On the whole the series of cases shows the 
adequacy of these methods of testing kidney func- 
tion. A. Goss. 


Smith, G. G.: Separate Renal Function; Observa- 
tions as Determined by the Ureteral Catheter 
and Phenolsulphonephthalein. J.Am. M. Ass., 
1915, Ixiv, 223. By Surg., Gynec. & Obst. 


The author attests the value of phthalein given 
intravenously in determining the separate function 
of the kidneys. He finds leakage about the cathe- 
ters to be infrequent; and inasmuch as this possible 
error can always be known by catheterizing the 
bladder, it forms an insignificant objection. The 
appearance time on each side averaged about three 
minutes, and the first fifteen-minute output about 
15 per cent for each side. A greater output than 
15 per cent in the first fifteen minutes on one side 
indicates a compensatory hypertrophy with a 
diseased fellow, and this increase in work may equal 
that of two normal kidneys combined, or 30 per 
cent. Smith finds that the test reports the value 
of each kidney with great faithfulness and agrees 
with the actual pathologic condition. The passage 
of the ureteral catheter does not apparently influence 
either the time of appearance nor the amount of 
the dye excreted. FRANK HryMan. 


Gehrels, F.: The Determination of Functional 
Activity of the Kidney Without Ureteral 
Catheterization. Med. J. Austral., 1915, i, 141. 

By Surg., Gynec. & Obst. 

To ascertain the condition of the presumably 
healthy kidney in cases in which ureteral catheteri- 
zation is not feasible (boys under 8 years, congenital 
or acquired strictures, contracted and_ intlamed 
bladder, etc.), Gehrels recommends the following 
procedure: After taking accurate notes of the his- 
tory and making a careful routine examination of 
the patient, the estimation of the functional activity 
of the kidneys is carried out by means of injecting 

1 ccm. of a 2 per cent phloridzin solution, which is 

followed ten minutes later by an injection of 20 ccm. 

of a 4 per cent indigo-carmin solution into the sub- 
stance of the gluteal muscles. The patient is told 
to urinate 20, 25, 30, and 35 minutes after the first 
injection, or the urine is drawn off by a catheter. 

The time of the first appearance of blue coloration 

and of sugar is noted. Delay of appearance of 

blue coloration beyond 15 to 20 minutes and of 
sugar beyond 25 to 30 minutes points to the dete- 
rioration of renal function and contra-indicates 
nephrectomy, which may be performed with safety 
in cases with excretion of blue and sugar within 
normal limits of time, indicating that one kidney is 
capable of performing the necessary work for both 
organs. 

For cases of suspected bilateral renal tuberculosis, 
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in which ureteral catheterization is impossible, and 
where a fairly normal renal capacity is ascertained 
by the above tests, the following method is em- 
ployed: After a bilateral lumbotomy a small open- 
ing is made in the pelvis or ureter of the apparently 
healthy side and a No. 8 ureteral catheter introduced 
upward. If the urine collected in this way proves 
to be free from pus, the other kidney may be re- 
moved at once, but if a sufficient amount of urine is 
not obtained within a reasonable space of time the 
catheter remains in situ and a more radical opera- 
tion is carried out a few days later, according to the 
condition of the urine. In case both kidneys appear 
to be healthy, a bilateral ureterotomy or pyelotomy 
should be carried out, to be followed by a more 
radical surgical procedure based upon the result of 
the examination of both renal secretions. 

The author condemns the performance of explora- 
tory nephrotomy for suspected tuberculosis; the 
danger of a fistula forming after pyelotomy or 
ureterotomy is small, provided that the ureter is 
not obstructed. MAarTIN KroTozyNeER. 


Gayet, G., and Beaujeu, J. de: Value of Pyelog- 
raphy in Diagnosis of Some Urinary Affec- 
tions, Particularly Movable Kidney (Valeur de 
la pyélographie pour le diagnostic de quelques 
affections urinaires et en particulier du rein mobile). 
Lyon chir., 1914, xii, 113. 

By Surg., Gynec. & Obst. 

Gayet and de Beaujeu review the history of the 
development of pyelography and are ardent advo- 
cates of its use. They discuss the bad effects that 
some surgeons have had in its use, such as pain, 
fever, nephritic colic, and, most serious of all, pene- 
tration of the collargol into the kidney parenchyma. 
The latter, they believe, is due to injecting the collar- 
gol under too great pressure; they no longer use a 
syringe, but let it flow in under atmospheric pres- 
sure without raising the receptacle too high. Since 
adopting this method they have had none of the 
above complications. General intoxication from the 
silver salt, which has been reported by a few authors, 
they do not believe occurs. 

They give a detailed description of the technique, 
both for injecting the collargol and taking the 
réntgen picture. Eighteen réntgenograms are given 
and 17 case histories, illustrating the different con- 
ditions in which they have made use of the proce- 
dure. Thus far they have used it in three conditions: 
(1) in suppurative pyelonephritis, to determine the 
degree of dilatation and retention and also for the 
antiseptic action of the collargol, which they find is 
very powerful; (2) in cases of difficult diagnosis of 
tumor, to locate the kidney and find whether the 
tumor is really one of the kidney; and (3) in movable 
kidney. They have not used it in hydronephrosis, 
except in the slight dilatations accompanying mov- 
able kidney, though it is generally admitted that 
this is the indication par excellence for its use. 

Movable kidney is one of the most disputed fields 
in kidney pathology. Many clinicians oppose 
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operation at all, because there are so many cases in 
which it is neither necessary nor effective. But the 
fact remains that there are cases that require opera- 
tion, and it is in distinguishing these that pyelog- 
raphy is so valuable. The examination should 
always be made, first in the reclining and then in the 
standing position; in this way the degree of excursion 
of the kidney can be determined. It will often be 
found that when the patient stands, the kidney sinks 
down into the pelvis, creating hydraulic conditions 
that make it very difficult for the urine to be dis- 
charged; these are the cases that demand operation 
and also the ones where the position of the kidney 
cannot be determined by palpation, because the 
iliac bone prevents it. Certain positions of the pel- 
vis, the calices, and the ureters that create unfavor- 
able hydraulic conditions are revealed by pyelog- 
raphy, also distentions of the calices and pelvis. 
These slight degrees of hydronephrosis are frequent 
and early operation overcomes them. Pyelography 
not only shows whether operation is necessary but 
what form of operation is best adapted to the case; 
ureteropyelostomy may be necessary, or simple 
fixation in the right position may suffice. If a previ- 
ous nephropexy has fixed the kidney in a poor posi- 
tion, pyelography will disclose that fact. 
Pyelography should really be regarded as a slight 
operation and should be performed with all the care 
that would be given to any other operation. When 
so performed and applied judiciously, it will be 
found to be of the greatest service in urinary surgery. 
A. Goss. 


Casper, L.: Indications and Limitations of Pye- 
lography (Indikationen und Grenzen der Pyelo- 
graphie). Berl. klin. Wcehnschr., 1914, li, 1259. 

By Surg., Gynec. & Obst. 

A number of cases of death from pyelography have 
been reported, some of which, doubtless, can justly 
be attributed to defective technique. Casper 
recommends that no syringe be used at all, but that 
the collargol be allowed to flow in through a small 
funnel held at a height of 30 to 60 cm. above the 
body. The flow should be stopped as soon as the 
patient has a sensation of tension; but in spite of 
all precautions there are cases in which there are very 
severe symptoms from pyelography, much more 
serious than in any other method of diagnosis. 

It should, therefore, be used only after all other 

diagnostic methods have failed. It is not necessary 

in movable kidney because this condition can be 
diagnosed by palpation; it is useless and even harm- 
ful in kidney tuberculosis; in calculus it is useful 
only in forms, such as urates, that do not show in 
the réntgen picture. The Mayos report success in 
diagnosing hypernephroma by this means, but 

Casper had negative results in five out of seven cases. 

It may be of value in diagnosing tumors of the kid- 

ney, but the diagnosis can be made by a less danger- 

ous method; namely, that of testing kidney function. 

If one kidney is being compressed by a tumor its 

functional capacity will be less than that of the sound 
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side. The method may be indispensable in hydrone- 
phrosis and in differentiating kidney-stones that 
do not show in the réntgen picture from nephritis. 
Joseph is an ardent advocate of pyelography as a 
means of diagnosis. He has used it in over 100 cases, 
and 38 réntgenograms illustrate his work. He has 
only had three cases of colic, two of them so slight 
that the patients were able to go home within an 
hour. Just as severe symptoms often appear after 
catheterization of the ureters. The more serious 
accidents, he thinks, have been due to lack of skill 
and experience in using the method. A. Goss. 


Simon, L.: Value and Danger of Pyelography 
(Beitrige zur Beurteilung des Wertes und der 
Gefahren der Pyelographie). Beitr. klin. Chir., 
IQI5, XCV, 297. By Surg., Gynec. & Obst. 

Simon has performed pyelography in over 100 
cases in the past two years. He believes it is the 
best method of obtaining a clear picture of the size 
of the kidney pelvis, the method of its dilatation, 
the point of opening of the ureters, and the dilata- 
tion and course of the ureter. By means of réntgen- 
ography and filling the kidney pelvis with collargol, 
cavities which communicate with the kidney pelvis 
can be recognized. The exact position of the kidney 
can be determined and all the phases of movable 
kidney can be demonstrated. Partial dilatations 
of the ureters and diverticula of the bladder can 
be shown on the réntgen plate. 

Though it must be admitted that diagnosis can 
be correctly made in many cases by catheterization 
of the ureters and cystoscopy without the aid of 
pyelography, for example, in dilatation of the kid- 
ney pelvis, yet some diagnoses cannot be made 
without pyelography, as in the abnormal insertion 
of the ureter. Though Simon admits that it should 
be possible to diagnose movable kidney without 
pyelography, yet he believes the knowledge of the 
dilatation of the pelvis given by pyelography indi- 
cates the best treatment. 

He believes that the urologists who hold that 
pyelography does not give any better results than 
less dangerous methods are mistaken. It yields too 
much, he thinks, both as to diagnosis and indica- 
tions for treatment, to be given up. But it has its 
contra-indications and should not be used indis- 
criminately. It should not be used when the 
kidney pelvis is not enlarged. Volker has shown 
that it is pyelography of the normal kidney pelvis 
that causes the fever and pain that have been at- 
tributed to the method. It is contra-indicated 
where there is any suspicion of a lesion of the kidney 
pelvis or ureter by the urethral catheter. 

Besides careful technique in catheterizing the 
ureter, the capacity of the kidney pelvis should pre- 
viously be measured. This is done by measuring the 
residual urine and then washing out the kidney pelvis 
with physiological salt solution or weak boric acid 
solution, which is removed slowly with a syringe. 
The patient is requested to make it known if he 
feels the slightest pain. The fluid is examined for 
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blood, in order to exclude any lesion of the kidney 
pelvis or calyx. A little less collargol is injected 
than the capacity of the pelvis will permit in order 
to avoid too great pressure. In applying the com- 
pression diaphragm, care should be exercised not 
to exert too great pressure on the kidney region; 
too much pressure has been known to force the 
collargol into the urinary tubules or the interstitial 
tissue. 

Simon believes that if these precautions are care- 
fully observed, pyelography is not dangerous. 

A. Goss. 


Peterson, R.: Report of a Case of Ureterocystos- 
tomy. J. Mich. St. M. Soc., 1914, xiii, 708. 
By Surg., Gynec. & Obst. 

The author reports a case of ureterovaginal fistula 
following a panhysterectomy. It was due either to 
ligation of the left ureter or to interference with the 
ureteral blood supply. After allowing time for 
spontaneous closure, a retroperitoneal transplanta- 
tion of the ureter into the left side of the vesical 
base was done by the abdominal route. After sepa- 
rating the parietal peritoneum down to the bottom 
of the pelvis, the ureter was located through an 
opening in the peritoneum, the vaginal end dissected 
clear for two and a half inches, and cut. It was then 
split up for a third of an inch. 

Through a small opening made into the bladder 
over a curved nemostat in the urethra, the ureter 
was pulled well in by a silk ligature. The split ends 
were sutured some distance from the opening, the 
sutures being tied outside the bladder. The mucosa 
and muscular wall of the bladder were sewed to the 
ureter with fine silk. Drainage was established 
through the vagina. Recovery was uneventful. 

If the ureteral lesion is low down, Peterson 
advises transplantation, but if it is high, then the two 
ends may be anastomosed or nephrectomy may be 
done. 

Hydro-ureter, hydronephrosis, or infected kidney 
follows too tight coaptation, while too loose coapta- 
tion produces leakage. Retroperitoneal transplan- 
tation is preferred as the danger from peritonitis is 
smaller. C. D. PickRELL. 


BLADDER, URETHRA, AND PENIS 


Benoist, M.: Cystinuria and Cystinous Lithiasis. 
Am. J.Uyol., 1915, xi, 43. By Surg., Gynec. & Obst. 
Cystin is found in urinary sediments in calculi of 
cystinuric subjects, probably in the blood of the same 
subjects (Desmouliere), and in the majority of both 
animal and vegetable protein matter. Among the 
sulphates of the urine it forms the chief constituent 
of one of the three groups of sulphates, which 
groups are the inorganic phenolsulphates and the 
incompletely oxidized sulphur compounds com- 
prising cystin chiefly. The author discusses the 
chemistry, the most practical point in the discussion 
being a description of the simple test serving to 
identify the compound; to wit, cystin will burn 
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completely on a platinum plate, melting while burn- 

ing, emitting a blue flame and an odor like garlic. 
According to Pousson there have been only about 

fifty cases of cystin calculi reported, and of these 


all but a very few are bladder stones. Cystinuria 
is more common. 
The cause of cystinuria is obscure. Heredity 


is an important factor. Pfeiffer reports a father, 
aged 40, and two young sonsall exhibiting cystinuria. 
Pletzer’s theory that cystinuria is the result of a 
vegetable diet rich in legumes lacks essential] support. 
Desmouliere holds that cystinuria results from 
glandular disturbances, the liver in particular, re- 
sembling the manifestations of gout, diabetes, etc. 

Morris, Arcelin, Vinnay, Lamy, and others have 
demonstrated the opacity of cystin stones to the 
réntgen ray, due no doubt to the small quantity of 
calcium phosphate present. One small cystin 
stone measured a hardness of 4 to 5 Benoist. 

For treatment exercise in the open, mechano- and 
balneotherapy are recommended. 

Abstention from cystin foods, eggs, certain types 
of vegetables and certain legumes is recommended. 
Gautier advises control over the bread intake, inas- 
much as he considers the contained nucleins a 
prolific source of cystin. Restriction of animal 
foods, especially game and preserved meats, as well 
as condiments and spices, is urged. In the line of 
medical treatment diuretic waters and certain 
alkalies are advised, because of the belief that 
alkalies render cystin soluble (notably ammonium 
carbonate). Louts L. TEN BRoEcK. 


Pearse, R.: Some Advantages of Litholapaxy over 
Lithotomy. Canad. Pract. & Rev., 1915, xl, 10. 
By Surg., Gynec. & Obst. 

Pearse briefly discusses the advantages of litho- 
lapaxy over cystotomy for the relief of vesical 
calculus. Among the advantages of the operation 
are: (1) a convalescence of only a few days, (2) 
the avoidance of a wound which is a source of an- 
noyance and danger, and (3) the ability to repeat 
the performance in the case of recurrent stone, 
without any more difficulty with the last operation 
than with the first. 

Some of the contra-indications of litholapaxy are 
dwelt upon, and among them are mentioned a stone 
too big to be grasped by the lithotrite, stones lying 
in a diverticulum, and marked enlargement of the 
prostate. In order to eliminate these factors, a 
preliminary cystoscopy should be done. The chief 
dangers of the operation, and these are slight in 
skilled hands, are injuries to the bladder and urethra. 
He mentions two cases in which litholapaxy in 
young infants has been successfully performed. 

J. DELLINGER BARNEY. 


Seri, G.: Papilloma and Primary Simple Ulcer of 
the Bladder. /nternat. J. Surg., 1914, xxvii, 403. 
By Surg., Gynec. & Obst. 


Seri describes the simultaneous occurrence of a 
papilloma and a primary simple ulcer of the bladder. 
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Both conditions were diagnosed by cystoscopy 
previous to operation. 

The papilloma was treated by excision, a rather 
striking procedure when one considers the ease and 
simplicity with which papillomata can be removed 
by treatment with high-frequency currents. 

In his discussion of primary ulcerations of the 
bladder, the author considers, first, the so-called 
chronic ulcer, which is generally found in the 
neighborhood of the trigone; second, acute per- 
forating ulcer, which is most often found at the level 
of the posterior retroperitoneal wall. While very 
little is known as to the etiology and pathogenesis of 
these diseased conditions, it would seem that trophic 
disorders and infective or toxic factors are of great 
importance. 

In the author’s case the ulcer closely resembled 
ulcer of the stomach. There was absence of any 
sign of inflammation or disease of the bladder or 
neighboring organs of the genito-urinary tract to 
which the ulczr could have had any relation. 

He does not think there was any relationship 
between the ulcer and the papillomata, the presence 
of both lesions being a coincidence. 

In view of the fact that simple ulcer of the bladder 
is a rare condition, microscopical reports of sections 
made from the ulcer would have been of added 
interest. HERMAN L. KRETSCHMER. 


Roberts, W. O.: Hernia of the Urinary Bladder. 
Louisville Month. J., 1915, xxi, 260. 
By Surg., Gynec. & Obst. 

In the literature of the world only about 400 
cases of hernia of the bladder have been recorded, 
almost always occurring as a complication of an 
inguinal or femoral hernia. Primary hernia of the 
bladder is a pathological curiosity. The accident 
is more common in the male, almost invariably of 
the inguinal type, than in the female, in whom it is 
encountered just as invariably in the femoral type 
of hernia. In approximately 350 cases there were 
275 inguinal and 50 femoral, the remainder being 
divided among other varieties. An acquired weak- 
ness (from atony, prolonged or overdistention of 
the bladder wall), some congenital malformation, 
and a true diverticulum, are some of the reasons 
given for the occurrence of the condition. 

There are no characteristic symptoms, although 
Cheeseman suggests the partial disappearance of a 
hernial sac after micturition and the causation of a 
desire to urinate upon pressure on the tumor as the 
most constant. Only 30 of 192 of his cases, how- 
ever, had bladder symptoms of any kind. 

The presence of such a bladder hernia has in no 
instance caused the patient serious discomfort. In 
practically every instance the condition has not 
been recognized until operation, and of the 192 
cases of Cheeseman the bladder was recognized 
and avoided during the operation in only 47 cases, 
its presence in the other cases being realized only 
after injury. The bladder protrusion usually lies 
to the inner side or posteriorly to the true hernial 
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sac and is separate from the spermatic cord. Its 
pedicle runs downward behind the symphysis. An 
unusual amount of fat is commonly present with it 
in the hernial sac. These features, the muscular 
character and size of its pedicle, and fluctuation 
suggest its existence to the operator, who can then 
readily make an accurate diagnosis by inserting a 
catheter or sound into the bladder. 

Roberts reports two cases of strangulated hernia, 
both in men and in the inguinal ring, each compli- 
cated by bladder hernia. In neither of the cases 
was the condition recognized before operation. 

FRANK HINMAN. 


Barnett, C. E.: Urethral Stricture; Cure Preceded 
by Suprapubic Cystotomy. Uvol. & Cutan. 
Rev., 1915, xix, 68. By Surg., Gynec. & Obst 

Either external or internal urethrotomy for tight 

permeable strictures increases the amount of cica- 
trix and necessitates prolonged subsequent dilata- 
tions. For cases of this type, especially if associated 
with renal destruction from back pressure, better 
results can be obtained by a preliminary supra- 
pubic cystotomy under local anesthesia. Three 
or four days later a filiform is passed through the 
stricture into the bladder and fixed in the urethra. 
Each second day a filiform is added until a No. 12 
(IF) soft rubber catheter can be passed and tied to a 
single stiff projecting filiform left in situ. The 
catheter is blocked to prevent the drainage through 
it lessening the adhesive. Every second or third 
day a size larger catheter is tied in until a No. 27 
or 30 is reached. ‘Thereafter the urethra is dilated 
by sounds or by a Kohlmann dilator up to No. 40, 
which latter size should be employed monthly for 
a year. An effort is made to keep the urine neutral 
and the bladder is irrigated daily. Hypodermatic 
injections of autogenous vaccines may be employed 
after renal function is restored to 50 per cent. By 
this suprapubic method the stricture region is kept 
dry during the period in which the catheter is 
exerting pressure necrosis. J. B. Carnetr. 


Waters, C. A., and Colston, J. A. C.: A Report of 
Three Cases of Fibrosclerosis of the Penis 
Treated by Réntgenization Without Improve- 
ment. Surg., Gynec. & Obst., 1915, Xx, 41. 

By Surg., Gynec. & Obst. 

The authors report in detail the réntgen treat- 
ment of three cases of fibrosclerosis of the penis 
with no appreciable improvement after the most 
intensive irradiation. 

The frequent coexistence of fibrosclerosis with 
diseases of metabolism, chronic rheumatism — as 
in their cases—gout, diabetes, etc., certainly suggests 
that there is a definite relationship of the disease 
with disturbances of metabolism. 

The disease arises in the tunica albuginea, being 
formed solely from fibroblasts which surround the 
smaller vessels and are entirely without the associa- 
tion of inflammatory elements. The first stage 
occurs as a cellular proliferation in the tunica 
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albuginea, gradually replacing the elastic fibrils 
which are normally present there, and the process 
may continue to the development of osteoblasts 
from the connective-tissue fibrils, thence to true 
bone formation. It may occur as a result of 
hemorrhage into the tissue, and it may be of specific 
origin. 

Posner first suggested treatment by réntgeniza- 
tion and Bernasconi reported the first cure by 
réntgen irradiation. 

Zur Verth and Scheele reported three cases 
treated by réntgenization, two of them without 
improvement; the third case showed symptomatic 
improvement and the indurated area smaller, but 
still present after one year. Cases of spontaneous 
regression occur, and it is cases of this type that have 
been reported as cured. 

A confusing factor which may lead to the prema- 
ture report of a cure after réntgenization is the 
infiltration of the surrounding tissues due to the 
irradiation which tends to obliterate the outlines 
of the sclerosis and which occurred in Case tr. 

In this case the Wassermann reaction was nega- 
tive. Réntgenization was given over the anterior 
and posterior surfaces of the penis and daily doses 
of 2 H and later on 3.5 H for about 10 to 15 days, 
giving a total dose of 30 H, then a rest of several 
weeks, after which treatment was resumed. This 
patient received sixty-two irradiations during a 
period of 4 months. Case 2 received forty-four 
3.5 H doses over a period of 4 months. Case 3 
received eleven doses. 

Tubes of 6 to 8 Benoist with the Sabouraud- 
Noire and Holzknecht radiometric system was 
employed, 2 to 3 mm. aluminum filters being used. 
Three minute treatments, using 8 to ro milliamperes, 
were given. The reactions noted were never more 
than a very mild blush, and many months after 
treatment was stopped the patients reported no 
evidence of réntgen reaction. 

The conclusions reached by the authors are: 

1. Intensive réntgenization has apparently no 
temporary, and certainly no permanent, effect on 
fibrosclerosis of the penis. 

2. The infiltration of the surrounding tissues 
under intensive irradiation tends to lead to erroneous 
observations unless careful and repeated examina- 
tions are made. 

3. Operative treatment consisting of simple and 
complete excision with as little haemorrhage as 
possible offers the best prospect for a cure. 


Randall, A.: Endoscopic Treatment of Nocturnal 
Pollutions. J. Am. M. Ass., 1915, Ixiv, 48. 

By Surg., Gynec. & Obst. 

The author has found in his treatment of patients 
complaining of nocturnal pollutions, that on en- 
doscopic examination of the posterior urethra, 
varying degrees of pathologic changes, either in the 
walls of the urethra itself or of the colliculus, are 
present. Among these changes are a general vari- 
cose condition, polyps, retention cysts, and evidence 
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of glandular hyperplasia. The author believes 
that the main causes of these pathologic changes 
are masturbation or previous posterior urethritis. 
He has treated these cases with varying strengths 
of silver-nitrate solutions with good results. Re- 
moval of the polyps and cure of the urethritis has pro- 
duced a cessation of the pollutions. He finds that 
frequently the greatest benefit is demonstrated a 
month or more after the termination of the treat- 


ment. H. L. SANForp. 
GENITAL ORGANS 
Brown, R.: Sarcoma of Testicle. South. Calif. 


By Surg., Gynec. & Obst. 


The early and definite diagnosis of sarcoma of the 
testicle is imperative on account of the usually 
extremely rapid and extensive dissemination oc- 
curring in the majority of cases by the lymphatic 
streams. A favorite location for arrest of traveling 
sarcoma cells is in the nodes in the neighborhood of 
the renal veins, which naturally obtrudes great 
difficulty in the matter of their removal. Except- 
ing the very common forms of intrascrotal enlarge- 
ment, gonorrhoeal epididymitis, orchitis of the acute 
infectious type, hydrocele and the rarer conditions, 
benign tumors, cysts, and hematoceles, the enlarge- 
ments of the testicle fall into the three classes: tub- 
erculosis, syphilis, and malignant. The starting 
point of sarcoma is in the mediastinum testis and 
may be either the round or spindle-cell type. No 
age is exempt, but it usually occurs between the 
ages of 25 and 45. 

In tuberculosis urinary symptoms are common 
and there may be nothing of note about the testis, 
but the epididymis is sensitive and is frequently 
nodular, as may be also the seminal vesicles and 
prostate, but there is no enlargement of the in- 
guinal glands. Of great aid is a positive tuberculin 
reaction, or the presence of tubercle bacilli in the 
urine. In syphilis the testis is frequently enlarged 
with little or no involvement of the epididymis, and, 
as in tuberculosis, the enlargement is slow and never 
reaches the size usually attained by malignant 
tumors where the growth is also more rapid. Sar- 
comata frequently give markedly positive Wasser- 
manns and the epididymis may feel entirely normal. 

In closing, the author makes a strong plea against 
delays in the diagnosis of any enlargement of the 
testicle, and advises free and extensive removal 
when the presence of malignancy is established. 

Harry D. Orr. 


Pract., 1915, XXX, 49. 


Barker, L. F.: Abnormalities of the Endocrine 
Functions of the Gonads in the Male. Am. 
J. M. Sc., t915, cxlix, 1. By Surg., Gynec. & Obst. 


The author states that the male sexual glands are 
divisible into at least two parts: (1) a generative 
part proper, producing the sperm cells, and (2) an 
internal secretory part (the interstitial cells of 
Leydig), producing the hormones upon which de- 
pend (a) the development of the genital tract 
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in the embryo; (6) the development of what John 
Hunter designated as the ‘‘secondary sexual 
properties” of the male; namely, changes charac- 
teristic of the male, but “which take place only in 
parts that are neither essential to life nor genera- 
tion, and which do not take place till toward the 
age of maturity,’ and, perhaps (c) in part, the 
neural states associated with /ibido sexualis and 
potentia coeundi. 

Two cases are cited: The first case was an eunu- 
choid, showing signs of hypogenitalism and of 
dyshypophysism. The patient was markedly ef- 
feminate, had a smooth satiny skin, scanty hair, 
the facies and general attitude being typical of 
hyperpituitarism. His breasts were large and of 
the effeminate type. He had bradycardia and slight 
hypothermia. 

The second case was of the dwarfism type marked 
by unilateral cryptorchidism, azodspermia, hyper- 
genitalism, tuberculous polyserositis, and general 
miliary tuberculosis. The chief interest in this 
case is the histology of the testicles, which was as 
follows: 

The tunica was thickened a little and showed a 
little evidence of chronic inflammation. The 
seminiferous tubules were uniformly arranged, of 
small size, and with greatly thickened basement 
membranes. They contained only one type of an 
undifferentiated cell, in general of spindle or cubical 
shape, with the long axis pointing toward the lumen. 
The nuclei were large and vesicular. The proto- 
plasm was filmy. There were no spermatozoa. 
The basement membrane in places had undergone 
hyaline degeneration. Again, the entire tubule 
showed a uniform hyaline metamorphosis. There 
were some corpora amylacea probably representing 
deposits in degenerated tubules. Some of these 
showed calcium impregnation. 

The striking thing in the sections was the uniform 
increase in the interstitial cells of the testicle. 
They were increased relatively and perhaps even 
absolutely. Many of them showed very distinct, 
fine, yellow granules of pigment in their protoplasm. 
The nuclei stained well. Some of these masses of 
interstitial cells made up strands and columns as 
large as the shrivelled tubules. The adrenal cor- 
tex was rather thick and showed perhaps a little 
increase in the width of the middle zone of the cortex. 
The inner zone of the cortex showed considerable 
pigment deposit in its cell column, perhaps slightly 
more than normal. The medullary tissue is con- 
spicuous and normal in appearance. The blood- 
vessels are engorged to a considerable extent. 

More and more we are forced to realize that the 
general form and external appearance of the human 
body depend to a large extent upon the functioning, 
during the early developmental period (and later), 
of the endocrine glands. Our stature, the kinds 
of faces we have, the length of our arms and legs, 
the shape of the pelvis, the color and consistency of 
our integument, the quantity and regional location 
of our subcutaneous fat, the amount and distri- 


bution of hair on our bodies, the tonicity of our 
muscles, the sound of the voice and the size of the 
larynx, the emotions to which our exterior gives 
expression — all are to a certain extent conditioned 
by the productivity of our hormonoprociotic glands. 
We are simultaneously, in a sense, the beneficiaries 
and the victims of the chemical correlations of our 
endocrine organs. 

The data we are accumulating regarding these 
chemical correlations are not only theoretically 
interesting but are practically very important. 
More than ever before is the minute examination 
of the external appearance of the body — the 
habitus — of significance for the practicing physi- 
cian who desires to make accurate diagnoses. In 
this paper the author has paid especial attention 
to the function of the gonads. It is probabiy no 
accident that, as one of the best workers in this 
field has expressed it, the ‘‘organs which are for 
the preservation of the species and the continuity 
of life (also) possess a modelling influence upon the 
individual bearer of life.” V. D. LespInasse. 


Reynolds, W. S.: Vaccines in Colon Epididymitis. 
Urol. & Cutan. Rev., 1915, xix, 60. 
By Surg., Gynec. & Obst. 
Reynolds reports a case of epididymitis in which 
pure culture of colon bacillus was found. The 
general reaction to the condition was marked. 
There were practically no reactions after injections 
with autogenous vaccines and the vaccine was 
apparently of no use in curing the case. The 
epididymis under expectant treatment _ finally 
cleared up, although for two months thereafter 
there were colon bacilli in the urine. 
J. S. 


Squier, J. B.: Drainage of Seminal Vesicles. NV. Y. 
M..J., Gi, 333. By Surg., Gynec. & Obst. 
Squier gives a report of 50 consecutive operations 
upon the seminal vesicles during a period of two 
years. The method used was that of Fuller with 
certain modifications by the author. He divides the 
cases into three classes according to predominating 
symptoms: (1) urethral discharge and pyuria; (2) 
perineal pain; (3) arthritic symptoms or other sys- 
temic evidence of chronic infection. Naturally 
certain minor symptoms, which are often varied 
and manifold, may be common to all of these classes. 
The pathological conditions, local and general, 
resulting from vesicular infection are described. 
In 96 per cent of cases the vesicles are likely to 
harbor a chronic infection from the tortuosity of 
their lumen and the presence of diverticula. Mixed 
infection frequently occurs, as shown by bacteri- 
ologic examination of smears and cultures of vesicular 
contents. On this point the author concludes that 
(1) with the exception of acute suppurative cases 
the gonococcus is regularly absent, (2) there is an 
almost constant growth of pyogenic bacteria. 
The possibility of mutation of the gonococcus, 
according to the theory of Rosenow, and the devel- 
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opment of a streptococcus infection is suggested. 
Actual local changes may be intrinsic: i.e., dilata- 
tion and distention with purulent secretion, etc., 
interstitial spermatocystitis; or extrinsic, consisting 
in more or less diffuse perivesiculitis in the region 
about the vesicles affecting the terminal uterers, 
bladder, prostate, and rectum. 

The technique of the operation is essentially that 
of the perineal prostatectomy of Young up to the 
point of exposing the prostate. Then the dissection 
of the rectum is carried higher until the vesicles are 
exposed, facilitated by traction sutures through the 
base of the prostate at its junction with the bladder. 
By carefully stripping up the fascia of Desnonvillier 
the vesicles are preserved uninjured and can be 
inspected. Thorough drainage by incision of the 
vesicle, ampulla of the vas, and any diverticula 
present is necessary. Each vesicle is drained by a 
rubber tube of 20 F. caliber, and the adjacent space 
by gauze wicks. The operation is completed by 
careful restoration of the perineum by suture, the 
drains issuing at the angles of the incision. Care 
must be taken not to injure branches of the internal 
pudic nerve, in order to avoid post-operative loss of 
erectile power. 

Of the total number of cases operated on 68 per 
cent were cured, 24 per cent improved, and 8 per 
cent unimproved. The best result was in the group 
with arthritic symptoms, 70 per cent of which were 
cured. H. BINNEY. 


Fuller, E.: Surgery of the Seminal Vesicles. Med. 
Rec., 1915, Ixxxvii, 134. By Surg., Gynec. & Obst. 


The author’s article is a reply to criticisms that 
have been advanced against his work on the seminal 
vesicles. He denies that seminal vesiculotomy is a 
serious operation, stating that the mortality is 
practically nil, being one in more than 700 cases. 
He also states that the educated finger in many 
cases is as efficient and many times more efficient 
than direct vision, quoting Guyon, who states that 
no one who could not see, as it were, with his finger 
could be an efficient genito-urinary surgeon. The 
author emphatically refutes the criticisms that the 
operation is bloody and that it disturbs the func- 
tions of the perineal muscles. D. Lesprvasse. 


Gunn, L. G.: Carcinoma of the Prostate. Med. 
Press & Cire., 1915, xcix, 114. 
By Surg., Gynec. & Obst. 

Gunn’s article is chiefly a review of the opinions 
of others on several aspects of the question of 
prostatic cancer. He himself believes that cancer of 
the prostate is fairly common, and that it occurs 
in at least 7 per cent of all hypertrophied prostates. 
Adenocarcinoma is the type usually found. 

Gunn raises the question whether the malignant 
process is usually preceded by adenomatous changes 
or not. He believes that cancer may occur without 
hypertrophy being present originally, but says that 
the percentage of such cases is small. 


Early diagnosis is most important. The three 
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most important considerations 
diagnosis are: 

1. The occurrence of pain without obvious 
retention of urine. 

2. A disproportion between the symptoms 
complained of and the condition found on rectal 
examination. 

3. The rapid onset of symptoms, progressing as 
far in six months as an average case would in two or 
three years. G. G. Smits. 


in making the 


MISCELLANEOUS 


Peterkin, G. S.: Urological Methods of Diagnosing 
Surgical Conditions of the Urinary Organs 
Which Obviate the Use of the Knife as a Diag- 
nostic Instrument. Am. J. Urol., 1915, xi, 11. 

By Surg., Gynec. & Obst. 


Peterkin shows that the modern urologist who 
wishes to do scientific work must depend not upon 
one method alone, but must use all of the late meth- 
ods of diagnosis — not only the cystoscope and its 
accessories, but the clinical and X-ray laboratory 
methods as well. Before studying .pathologic 
conditions in the living the value of studying 
pathologic specimens is demonstrated by showing 
radiographic findings of kidneys taken post-mortem 
which illustrate the value of noting irregularities 
in kidney pelves not only in different individuals 
but in the two pelves in the same individual, so as 
to differentiate pathologic from normal pyelographic 
findings. The value of this knowledge of irregular- 
ities in pelves is also well brought out both in 
operating and diagnosing renal calculi. Pathologic 
specimens of infantile kidney, horseshoe kidney, and 
normal adult kidney, with all the variations in 
shape, size, and arrangement of the pelvis and blood- 
vessels, are shown and contrasted with the popular 
conception. 

A series of cases of calculi, movable kidney, tu- 
mors, pyelitis, and hydronephrosis are shown, dem- 
onstrating that all methods knownto modern urology 
—cystoscopy, the use of ureteral catheterization, 
cultures, and radiography—must be employed 
before a correct diagnosis can be made. 

The case of a steel riveter with kidney-stone 
filling the renal pelvis whose symptoms were 
vesical and who had been treated for two years for 
uncomplicated cystitis, and who, in spite of the 
continued jar of his occupation, never had a kidney 
pain, well illustrates one pitfall —the absence of 
pain in many kidney conditions. Other cases of 
stone, tumors, movable kidney, and kidney in- 
fections show the need of catheterizing with al- 
ternating bismuth X-ray catheters and the value of 
pyelography and radiography. 

In interpreting radiographs a fixed point in the 
anatomy, e.g., the spine of the first lumbar vertebra, 
is located; and by taking pictures standing and 
lying, on inspiration and expiration, the amount 
and direction of movement, the size and shape of the 
kidney, and differentiation between stone and other 
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conditions are shown; also the location of stone, 
whether within the kidney or not is determined. 

Pyelography shows the condition of the pelvis, 
the segregated urine, the functional power of each 
kidney, and any infection present in either. Both 
kidneys must be catheterized in order to determine 
which is affected, as the well kidney may be the 
seat of pain due to compensatory functioning, or 
both kidneys may be affected and only one give 
symptoms. Likewise, the centimeter catheter 
shows the exact position of stone in the ureter. 
After locating the stone it may be removed easily 
by the use of an umbrella probang ureteral catheter, 
which collapses upon entrance but expands upon 
withdrawal, and so pushes the stone before it into 
the bladder. This operation is in marked contrast 
to the major operation of cutting down upon the 
ureter. 

The author concludes by emphasizing that to 
obtain maximum results and the greatest per- 
centage of cures urologic work must be system- 
atized and organized, so as to get the highest valuc 
from all means of diagnosis. 


London, J.: A New Visual Lithotrite. Med. Rec., 
1915, Ixxxvii, 197. By Surg., Gynec. & Obst. 
The lithotrite is based on two principles: (1) 
its large size, 30 French; and (2) making the opening 
in the male blade as small as possible, as the me- 
chanical strength of the lithotrite varies in direct 
proportion to the thickness of the tube. 

The male blade is 15.5 inches long, tubular in 
character, the bore admitting a cystoscope, size 
15 French. Upon its upper surface the shaft is 
strengthened by a bar which terminates at its distal 
extremity in the male jaw. This is one inch in 
height placed at an obtuse angle to the shaft and 
terminating in a projection which is parallel to 
the base line and extending for three eighths inch 
beyond the body of the jaw. 

There is no spur at the base line of the male 
jaw, which permits a most comprehensive visual 
control of the entire male jaw at all times. In 
order to obtain the wedge action used in crushing 
large hard stones, the body of the jaw carries six 
alternating triangular notches, three on each side. 
The terminal projection is obliquely cut at its dis- 
tant end in order that this also may exert the 
wedgelike action. At the proximal end of this 
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shaft of the male blade the bar is thicker and carries 
a ratchet, which is worked by a pinion. The sma!l 
bar is also attached at this proximal end to serve 
as a thumb rest. The female blade is composed 
of a tubular shaft 1o.5 inches long, a steel cylindrical 
handle at its proximal end and at its distal end the 
female jaw. 

When the lithotrite is closed it is 16 inches long, 
30 French in circumference. The opening through 
the male blade being contiguous to it and in a 
straight line with the opening at the base of the 
female jaw, permits the irrigation and distention 
of the bladder by a fluid introduced through the 
instrument itself without removing it. When 
only the front part of the jaws are in opposition 
there is quite a fenestrum between the main bodies 
of the respective jaws, and the cystoscopist can 
actually see the toothed surfaces of the male jaw 
in its entirety even with the terminal parts of the 
jaws touching, and the bladder wall may be ob- 
served, to make sure that it will not be included 
between the blades. This lateral fenestrum allows 
the fragments to be discharged laterally, while the 
two perforations in the female jaw afford additional 
facilities to prevent impaction. 

After the lithotrite has been introduced into the 
bladder the latter is distended with fluid, introduced 
through the channel above described, and the cysto- 
scope inserted. In the first position the beak of the 
lithotrite points upward with its jaws closed, while 
the cystoscope projects beyond the opening in the 
female blade and explores the bladder. When the 
stone is located the beak is turned sideways, opened 
over the site of the calculus, and the latter is grasped. 
The cystoscope is slightly withdrawn and the stone 
crushed, at which time the beak is turned sideways 
or downward. The cystoscope is arranged on a 
straight stem with a working length of 16 inches. 
It is 15 French in size. The objective has a focus 
of 1.5 inches with its axis directed 15 degrees for- 
ward from the right angle with a corrected image. 

The mechanical features are the large size of the 
instrument with the smallest feasible bore even for 
the cystoscope. The visual control of the male 
jaw is absolute when the front part of the blades 
are in contact. Among the advantages of the in- 
strument are the simplicity of its construction and 
the ease with which mechanical power is applied. 

Henry Kraus. 
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Verhoeff, F. H.: Scleral Puncture for Expulsive 
Subchorioidal Hzemorrhage Following Scle- 
rostomy; Scleral Puncture for Post-Operative 
Separation of the Chorioid. Opith. Rec., tors, 
XXiv, 55. By Surg., Gynec. & Obst. 

Verhoeff reports a case in which puncture of the 
sclera, often after a subchorioidal haemorrhage, 
resulted favorably. In the cases which had oc- 
cured previously at the Massachusetts Charitable 
Eye and Ear Hospital the eye had always been lost. 
Hemorrhages of this type most often occur after 
operation on glaucomatous eyes. Pathologically he 
has found that the hemorrhage is chiefly confined 
to the subchorioidal space, pushing the chorioid and 
retina inward and compressing the vitreous. It may 
break through the chorioid and force the retina out 
of the eye. 

In the case reported a sclerostomy was done on an 
eye with a tension of 72 mm. and a deep cup; there 
was marked field retraction, but 20/40 central 
vision. The hemorrhage occurred while the flap 
was being sutured and about one-half of the vitreous 
was lost. The wound was closed and the patient 
put to bed. Four hours later three punctures were 
made in the sclera with a Graefe knife, but though 
the blood flowed out the globe became hard after 
the withdrawal of the knife. Severe hemorrhages 
occurred twenty-four hours later. There was grad- 
ual improvement until on the twenty-fifth day the 
tension was normal, media clear, and fundus normal 
except for glaucomatous cup. Vision 20/200. 

He also reports a case of persistent post-opera- 
tive separation of the chorioid, which was relieved 
by scleral puncture. Fare B. FowLer. 


Reber, W., and Lawrence, G.: Gonorrhceal Iritis as 
a Manifestation of an Old Latent Gonococce- 
mia; Diagnosed by the Complement-Fixation 
Test; Treatment with Bacterins. Ophih. Rec., 
IQI5, XXiV, I. By Surg., Gynec. & Obst. 

Three cases of iritis are presented in which, although 
the clinical findings were obscure, the complement- 
fixation test established an old latent gonococcemia, 
which yielded promptly to bacterin treatment. 

Cases 1 and 2 were males between the ages of 

36 and 4o, in whom the iritis manifested itself in 

from 5 to 15 years after infection. In Case 3, 

a female, aged 56, the time of infection was not 

obtainable. In all 3 cases a Wassermann was nega- 

tive and in Cases 1 and 2 urinalysis was negative, 

Case 3 showing some albumin, numerous pus-cells, 

and many casts. Case 1 received three injections of 

mixed bacterin in a period of fifteen days, resulting 

in freedom from pain and vision of 5/5. Case 2 


was given Neisser sensitized bacterin with prompt 
results. Case 3 rapidly improved under mixed 
serobacterin treatment, vision reaching 20/20. 

The authors show by statistics that gonorrhceal 
iritis is more frequent than rheumatic iritis and 
they recommend the bacterin treatment even though 
the complement-fixation test and Wassermann, 
which should be employed in all cases of iritis as 
an aid to proper study and treatment, be negative. 
They consider that ‘sensitized bacterins” offer 
the speediest results, although non-sensitized ones 
confer a longer immunity. C. A. Macay. 


Reber, W.: The Influence of Heredity in the De- 
velopment of Strabismus. Opith. Rec., 1915, 
Xxiv, 59. By Surg., Gynec. & Obst. 


Reber shows that in his series of cases of strabis- 
mus, heredity played a part in 68 per cent. These 
were all private cases, therefore more accurate 
histories could be obtained. Of the 68 per cent 47 
cases were of direct heredity; 11 were of direct plus 
colateral, and 9 per cent of colateral. These figures 
emphasize the importance of special attention being 
directed toward the development of eye movements 
and the immediate correction of any abnormality 
in families in which squint has been known to occur. 

B. FowLer. 


Curtin, T. H.: A Case of Retinal Detachment. 
Ophth. Rec., 1915, xxiv, 68. 
By Surg., Gynec. & Obst. 


Curtin reports a case of retinal detachment in 
which replacement occurred and vision returned to 
20/30 (corrected) following sclera trephine and 
aspiration. The trephine (2 mm.) was done as far 
posterior as possible between the recti. There was 
little reaction following, and two days later a needle 
was introduced through the opening penetrating 
the choroid and twenty-five minims serous fluid 
was aspirated. The fundus was examined at once 
and the retina was found to be in place. One 
month later the whole condition remained satisfac- 
tory, vision 20/30; field normal; few vitreous 
opacities; and some retinal cedema over the trephine 
wound. At no stage was there a marked reaction. 

Ear e B. Fowler. 


Green, A. S., and L. D.: A New Eye Speculum. 
Ophth. Rec., 1915, xxiv, 65. 

By Surg., Gynec. & Obst. 

This article covers a discussion of the “‘lid prob- 

lem” and the disadvantages of the ordinary lid 

speculum; the relation of the patient; the descrip- 

tion, manner of use, and advantages of the new 
instrument, and its value in cataract extraction. 
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The new instrument differs somewhat from the 
ordinary speculum in form and in the angle of the 
blades, and in addition has a large handle extend- 
ing at an obtuse angle down toward the patient’s 
chest. With this the lids can be held entirely away 
from the globe throughout the operation without 
interference with the manipulation. The authors 
are using this throughout the entire Smith-Indian 
operation with good results. Earte B. Fow.er. 


EAR 


Beck, J. C.: Diagnosis of Intracranial Complica- 
tions in Diseases of the Middle Ear and Acces- 
sory Sinuses of the Nose. Jilinois M. J., 1915, 
XXVIi, 37. By Surg., Gynec. & Obst. 

The diagnosis of the following intracranial com- 
plications are considered: (1) meningitis—serous, 
localized septic, and diffuse septic; (2) sinus throm- 
bosis; and (3) brain abscess. 

As to the cardinal symptoms of any intracranial 
complication, the following are mentioned: 

1. Pain or headache—very persistent and quite 
intense. The author states that the recognition 
of this symptom has helped him more than any 
other in suspecting intracranial trouble. 

2. Nausea and vomiting—quite constant espe- 
cially early in the disease. 

3. General septic appearance — quite manifest. 

4. Disturbance of vision due to choked disc. 

5. Disturbance of temperature, pulse, and res- 
piration. 

6. Definite focal symptoms. 

7. Results of blood and spinal fluid examinations. 

8. R6ntgenographic findings. 

g. Exploratory operation and treatment. 

Serous meningitis gives the following symptoms 
or signs: Increasing headache, at first localized, 
then diffuse; rolling of eyes, especially upward; 
rise of temperature and increase of pulse and 
respiration rate; loss of appetite; nausea, and emunc- 
tories sluggish; irritability and restlessness; the neck 
is drawn backward; the leg is drawn up to the thigh 
and the thigh to the abdomen. 

The following signs are positive: Kernig’s, 
Babinski’s, Brudginski’s, Gordon’s, Oppenheim’s, 
and Chaddock’s. Unconsciousness follows; the 
pupils are sluggish, then finally dilated; a choked 
disc may be present. Spinal puncture shows the 
fluid to be under pressure, and complete examination 
of the fluid reveals an increase of cells usually 
leucocytes, but no micro-organisms. 

The Lange test is positive; albumin in excess; 
sugar present; localized septic meningitis. 

In addition to the above, the spinal fluid may 
contain micro-organisms. Localized headache is 
an important symptom, and the temperature is 
higher. 

In diffuse septic meningitis the graver symptoms 
of sepsis are added to those of the serous variety. 
The spinal fluid is turbid; sugar reaction negative; 
acidity increased; also cholin. 
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Sinus thrombosis is usually associated with acute 
infections of the ear. Chills and fever of the septic 
type are of most importance. The blood picture 
shows a high leucocyte count and the polymor- 
phonuclear type in excess; bacteremia. There is 
a choked disc which is increased by compression 
of the healthy internal jugu ir vein. Exploratory 
exposure of the sinus is of distinct value, providing 
that a sufficient area is uncovered. 

Brain abscess is most frequently associated with 
chronic suppurations of the middle ear and mastoid. 
The paramount symptom is great pain in the head; 
next come focal symptoms, due either to irritation 
or paralysis; the cerebrospinal fluid is increased; 
unequal pupils and choked disc are present. The 
larger the abscess the slower the pulse and res- 


piration. Projectile vomiting is frequent. Rént- 
genograms are of uncertain value. Exploratory 


operation is justifiable. 

In conclusion the author quotes from Prof. 
Newmann as to the differential diagnosis between 
meningitis, sinus thrombosis, and brain abscess: 

““A patient who has meningitis is one that wishes 
to be left alone and allowed to sleep although when 
aroused is not particularly irritable. If he has 
brain abscess then he is constantly very irritable 
and difficult to manage; while a patient who has 
sinus thrombosis, when he is free from the chills 
and fever, is very pleasant, apparently well.” 

Otro M. Rorr. 


Jobson, G. B.: The Ocular Symptoms of Brain 
Abscess and Sinus Thrombosis of Otitic Origin. 
Laryngoscope, 1915, XXV, 7. 

By Surg., Gynec. & Obst. 

In the author’s opinion the absence of ocular 
symptoms does not justify the exclusion of intra- 
cranial involvement complicating aural disease, 
but when considered in conjunction with other 
symptoms it is a valuable guide to a timely opera- 
tion. Choked disc and optic neuritis are the earliest 
and most important evidences of intracranial in- 
volvement. Optic neuritis requires time for its 
development and may be progressing when other 
signs and symptoms of brain abscess are in abey- 
ance, and while its presence does not make diagnosis 
certain, neither does the absence of optic neuritis 
negate cerebral abscess. Pathologic eye changes 
occur in about two-thirds of the cases of sinus 
thrombosis of otitic origin. 

The author reports the case of a woman, aged 
28, who had had chronic suppurative otitis media 
from childhood with acute mastoid symptoms. At 
operation, an extra dural abscess and a perisinus 
abscess were evacuated, although the lateral sinus 
was not thrombosed. Four days later the jugular 
vein was exsected on account of thrombosis, al- 
though the lateral sinus was negative. Four weeks 
after operation the paticrt alternated between 
irritability and dullness; nation of the left 


eye showed a choked disc, which was followed by 
the left eye becoming greatly proptosed, the lids 
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oedematous, cornea dry and hazy, and the fundus 
of the right eye showed slight optic neuritis. Ex- 
ploration for a left cerebral abscess was negative, 
and two days before death the patient developed 
beginning left hemiplegia with the right pupil 
dilated and fixed. Autopsy revealed a right tem- 
porosphenoidal abscess. ELLEN J. PATTERSON. 


McLoone, J. M., and Nelson, R. M.: Mastoid 
Operation Without Artery Forceps or Ligatures. 

J. M. Ass. Gaz., 1915, iv, 276. 
By Surg., Gynec. & Obst. 

The method employed is as follows: 

1. Have two Allport retractors ready for instant 
use. 

2. With a scalpel outline lightly in the skin the 
exact form and extent of the proposed incision. 

3. With a scalpel make a deep cut through the 
soft parts down to the periosteum, following the 
previously outlined skin incision. 

4. Quickly incise and elevate the periosteum. 

5. Insert the retractors with more than ordinary 
pressure. 

The advantages claimed for this method are 
(1) a saving of valuable time; (2) eliminating trauma 
of soft tissues due to forceps and ligatures; hence 
(3) earlier healing of wound. 

The authors do not advise the use of this tech- 
nique in children because of the softness of the skull 
and the danger of pushing the scalpel through into 
the brain. Orto M. Rorr 


Kerrison, P. D.: The Treatment of Advanced 
Tympanic Deafness. J. Am. M. Ass., 1915, 
Ixiv, 109. By Surg., Gynec. & Obst. 


The condition discussed in this paper is that due 
to ossicular rigidity of intratympanic origin. 

Exclusive of suppurative lesions, the following 
conditions are mentioned as not infrequently 
leading to ossicular rigidity. 

1. As a result of prolonged subacute exudative 
inflammation of the tube and tympanum, the tubo- 
tympanic mucosa undergoes marked thickening. 

2. As a result of prolonged tubal catarrh with 
deflation of the tympanum, permanent contraction 
of the tensor tympani muscle may react unfavorably 
on the movements of the stapes by reducing the 
mobility of the entire ossicular chain. 

3. Inthe course of a chronic or subacute tympan- 
ic inflammation of long standing, with occasional 
acute exacerbations, adhesive bands are formed 
between the head and crura of the stapes and the 
walls of the oval niche, or between the head and 
crura of the stapes and the long arm of the incus. 
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Similar bands may bind the long arm of the incus 
to the inner tympanic wall, or, occurring in the 
vault, may bind the head of the malleus and body 
of the incus to the outer bony wall of the attic. 

Kerrison regards a reversed or negative Rinné 
as evidence of stapedial fixation, and emphatically 
states that the frequent routine use of catheter 
inflation as a means of correcting ossicular rigidity 
is based on a false conception of the mechanism 
involved. 

He cites a few experiments in the direct examina- 
tion of the ossicular chain by passing a blunt hook 
through an incision of the drum membrane behind 
the hammer handle and engaging the hammer 
handle with the hook and making gentle traction. 
In some cases there was great temporary improve- 
ment in hearing; in others none; but these latter 
cases emphasized the utter futility of inflation in 
influencing the rigidity, when even direct traction 
on the malleus failed to loosen the ossicles. Be- 
cause the ultimate results have proved too uncer- 
tain and of too negative a character, the author 
does not mention this procedure as a therapeutic 
measure for the relief of deafness. 

In the author’s experience the following treat- 
ments have produced the best results: 

In chronic tubal lesions argyrol and_ silver 
nitrate are applied locally. Yankauer’s method 
of first cocainizing the entire length of the tube 
and then making direct application of a 25 or 50 
per cent solution of argyrol throughout the entire 
length of the tube gives the best results. 

In advanced tympanic deafness a few inflations 
may help, but because of the danger of overdoing 
the inflations and the dire ultimate results of such 
excessive interference, the author believes that more 
actual and permanent gain functionally can be 
accomplished through treatment directed solely 
to the diseased lining membrane of the eustachian 
canals, reserving the catheter for an occasional 
diagnostic and therapeutic aid. 

As to the non-surgical treatment of ossicular 
rigidity, the author lays stress upon the exercising 
of the conducting apparatus in a normal manner; 
viz., (1) the membrana tensa should be made to 
execute movements similar to those induced by 
sound waves; (2) the number of vibrations per 
second should bear some definite relation to that 
note in the musical scale which marks the lower 
limit of the patient’s tone perception. 

This can be accomplished by tuning forks with 
a greater amplitude of vibration, but of the same 
and lower pitch than those which show that the 
patient’s hearing is impaired. Orto M. Rorr. 
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Beck, J. C.: Ultimate Results of Operations for 
Chronic Sinus Disease, Chronic Tonsillar and 
Tonsillar and Adenoid Disease, and Chronic 
Diseases of the Middle Ear. J. Ophth., & Oto- 
Laryngol., 1915, ix, 7,41. By Surg., Gynec. & Obst. 

The author calls attention to the factors to be 
considered in making such a report of value: 

1. A thorough and complete history of each case 
up to the time of discharge from treatment, and, 
if possible, subsequently by what is termed the 
“follow-up” method. 

2. Careful and painstaking observation during 
the entire course of treatment. 

3. An absolutely truthful report. 

4. Consideration of the fact whether the patient 
was treated and cared for subsequent to operation 
by trained specialists and assistants. 

5. Whether the patient was one in private 
practice or in a charity institution. 

6. One of the most important factors is to as- 
certain the pathological condition present. 

7. The general or constitutional condition of the 
patient. 

8. Hygienic surroundings. 

9g. The technique employed. 

The report dates from January, 1900, to January, 
1915. 

In regard to the removal of tonsils for chronic 
inflammation in adults, the results varied as to the 
method employed. For instance, in the first five 
years tonsils were only partially removed and 
principally on account of repeated attacks of peri- 
tonsillar abscess or acute tonsillitis. The end- 
results were deplorably poor, but some remained 
free from their former trouble. 

Later, when the author did tonsillectomy, the 
operation was performed for other reasons than the 
above: i.e., foul breath from putrid matter in the 
tonsils; secondary glandular involvement of the 
neck; rheumatic conditions; and affections of the 
eustachian tube. Marked improvement of the 
above conditions was noted, the patients gained 
much in weight and their general condition was 
much improved. 

As to the chronic tonsillar and adenoid disease of 
childhood, the author states that more striking 
benefit is seen than from any other surgical pro- 
cedure known. As to the recurrence of adenoids 
the author states that such a thing does not take 
place; that these so-called recurring adenoids are 
granulation tissue or the remains of adenoids not 
sufficiently removed. The subject of sinus disease 
It is 
Orro M. Rorrt. 


is barely touched upon in this installment. 
to be continued. 


THROAT, AND MOUTH 


Dudley, W. H.: The Consideration of Nasal Con- 
ditions Causing Asthma. J. Ophih. & Oto- 
Laryngol., 1915, ix, 14. By Surg., Gynec. & Obst. 


The author mentions the following pathological 
conditions of the nose, nasopharynx, and accessory 
sinuses, the correction of which have been followed 
by relief from bronchial asthma: (1) nasal polypi, 
(2) deflected septa, (3) enlarged turbinates, (4) 
foreign body, (5) sinusitis, (6) the cause of hay 
fever, (7) intumescent rhinitis, (8) septal spurs, (9) 
adenoids, and (10) emanations, as from horses, 
irritating the olfactory nerve. 

Various authors are quoted concerning the fre- 
quency of nasal causes of asthma; and in conclusion 
the author mentions as a prominent factor such 
a cerebral condition, inherited or otherwise, which 
acts against the inhibiting influence of the brain in 
the normal individual, thus allowing a reflex to be 
transmitted to the bronchi, resulting in a constric- 
tion of its circular fibers. Orto M. Rort. 


Weinstein, J.: A Clinical Report of the Successful 
Use of Emetine in the Control of Hamorrhage 
Following Nasopharyngeal Operations. Med. 
Rec., 1915, Ixxxvii, 102. By Surg., Gynec. & Obst. 

The author reports 12 cases in which one-half 
a grain of emetine hydrochloride was given hypo- 
dermatically for the control or prevention of 
hemorrhage during and after operations upon the 
nose and throat. The trial was successful in all 
the cases. 

In one case of tonsillectomy under local anas- 
thesia the drug was given half an hour previous to 
operation, and no hemorrhage resulted. 

In the other eleven cases the drug was given after 
operation with the following results: 

1. The patient had bled profusely when operated 
upon for polypi several years previous. Operated 
on at this time for polypi and ethmoid (one side), 
practically no hemorrhage resulting. 

2. Case with a history of a profuse bleeder; 
weight 260 pounds; operated on for chronic sup- 
purative ethmoiditis; practically no haemorrhage. 

3. After a previous nasal operation the patient 
bled for five days. This time the posterior ends of 
inferior turbinates were removed; packing removed 
next morning; no bleeding. 

4. Tonsillectomy under ether; no bleeding. 

5. Hemorrhage following tonsillectomy _ per- 
formed by another physician. Bleeding stopped 
in ten minutes after one injection of emetine. 

6. History of capillary bleeding from the septum 
for the past year; recurrence every two or three 
days. Emetine injected three weeks ago; no bleed- 
ing since. 
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7. Not one drop of blood when packing was 
removed following septum operation. 

8. Profuse bleeding from double middle turbinec- 
tomy controlled in ten minutes by one injection 
of emetine. 

g. This is the only case in which the author found 
it necessary to use a second dose the next day. 

10. No hemorrhage when packing was removed 
following middle turbinectomy. 

11. Results similar to preceding case. 

Otto M. Rort. 


MOUTH 


Brown, G. V. I.: The Principles Which Govern the 
Ultimate Results of Harelip and Cleft-Palate 
Operations. Surg., Gynec. & Obst., 1915, xx, 87. 

By Surg., Gynec. & Obst. 

The standard of value in staphylorrhaphy must 
be the final result. Merely covering the palate 
fissure with tissue is not sufficient. Speech im- 
provement is dependent upon many modifying 
factors. Judgment of the value of each operation 
depends upon its possibilities in producing speech, 
increased health, comfort, usefulness, and happiness. 
The measure of surgical effectiveness must be ac- 
cording to all of these considerations and all that 
their acquirement may involve or supply. 

The following principles should govern operative 
selection in staphylorrhaphy. 

1. Never correct a deformity by surgical or 
other forcible means if such defect can be made to 
correct itself in the natural course of development. 

2. Never destroy any structure that may be 
required for the perfection of future developmental 
processes. 

3. Never misplace or so disarrange the form or 
situation of any tissue in such manner as to impair 
its future functional usefulness. 

4. Never exceed the reparative possibilities of 
tissue in flap formation by endeavoring to close 
completely at one operation the palate fissures of 
cases in which this is inadvisable. 

5. Aim to improve, by operation if necessary, 
such operative conditions as cannot safely be over- 
come immediately. 

Deformities due to destruction of the premaxilla 
in closing lip and palate fissures are well known. 
Compression of the upper maxille in early infancy 
causes defects of the nares, palate, the upper dental 
arch, and the face. Wires forced through the 
upper maxillary bones of an infant inevitably de- 
stroy from one to four or five tooth germs. These 
teeth do not erupt, and deformity results. 

Flap reversing operations as performed by Lane 
and Davies-Colley are not favorable to develop- 
ment which promises good speech function. In- 
cluding bone with the palate flaps might endanger 
the vitality of palatal bone structure, which if lost 
might render the case hopeless. 

Only by systematic treatment from the very 
beginning in infancy can the greatest benefits 
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be conferred upon these individuals. Brown be- 
lieves that the development of a complete system 
and the perfection of technique rather than new or 
original operations are most to be desired in the 
care of these patients. He recommends the system 
that he has adopted and modifications of the von 
Langenbeck operation. 

He makes every effort to provide as perfect a 
palate as possible at a sufficiently early age in in- 
fancy to make sure that no adverse speech habits 
may be acquired. He states that theoretically 
this should give the best results, but that in practical 
experience it is not always true. He states that 
some of his best results, as evidenced by the char- 
acteristic cleft-palate speech sounds, have been 
secured in patients whose ages at the time of palate 
operation ranged from nine to sixty years, and some 
of his most imperfect speech results have been with 
patients for whom palate operative work was com- 
pleted before they were two years old. The 
natural conclusion from this, especially when one 
considers another class of cases in which there is 
defective speech of similar character due to im- 
perfect form in the development of the hard or soft 
palate, although without any indication of a cleft, 
is that perfection or imperfection in form is of 
paramount importance and often a more active 
factor in determining the speech habit difficulties 
which hitherto have been considered of first im- 
portance. 


Berry, J.: Surgery of the Cleft Palate. 
Gynec. & Obst., 1915, xx, 85. 
By Surg., Gynec. & Obst. 
Berry says that the operation by median suture 
is the only one that really restores the palate to its 
natural condition and enables the patient to speak 
well. It is therefore very much to be preferred 
to any kind of “turnover” flap operation, the re- 
sults of which, even in the hands of the most skillful, 
seem to him to be very poor. He favors operating 
on the associated harelip in early infancy, and 
postponing operation upon the palate until it 
can be done by median suture with a reasonable 
prospect of success, the exact time depending neces- 
sarily upon the width of the cleft and other con- 
siderations. In most cases he operates some time 
during the second year. He thinks Brophy’s wiring 
operation much too dangerous to be generally 
employed. He agrees that Lane’s operation pos- 
sesses the merit of “simplicity,” but states that 
those who are loudest in recommending the opera- 
tion fail to bring forward any proof that the results, 
especially the results as regards speech, are at all 
satisfactory. He wonders why the advocates of 
this operation do not publish detailed lists of consec- 
utive cases showing what their results really are, 
as he himself has done a number of times with re- 
gard to his median suture operations. The results 
of his operation he considers very satisfactory, 
especially in regard to improvement in speech 
function. 


Surg., 


F 


BIBLIOGRAPHY OF CURRENT LITERATURE 
GENERAL 


SURGERY 


SURGICAL TECHNIQUE 


Notre.— The bold face figures in brackets at the right 0: a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Aseptic and Antiseptic Surgery 


Iodine disinfection. G. GREMONESE. Gazz. d. osp. e. 
d. clin., Milano, 1915, xxxvi, 84. 

Function of the fluid medium in disinfection. 
Prag. med. Wehnschr., 1915, xl, 9o. 

Comparative study of the effect of recent methods of 
disinfecting the hands. KUster. Arb. a. d. k. Gesund- 
heitsamt, 1915, xlviii, 412. 


W. FREI. 


Anezesthetics 


New attempts to establish a theory of anesthesia. 
R. H6ser. Deutsche med. Wchnschr., 1915, xli, 273. 

Nature of anesthesia. J. TrRAvuBe. Berl. klin. Wehn- 
schr., 1915, lii, 350. 

Discovery of surgical anesthesia. 
Virg. M. Semi-Month., 1915, xix, 554. 

Nitrous oxide-oxygen anesthesia. 
Tenn. St. M. Ass., 1915, vii, 4¢3. 

Scopolamine-morphine and scopolamine-pantopon anes- 


M. Macruper. 


KE. R. Zemp. J. 


SURGERY OF THE 


Head 
A case of complete scalp evulsion. R. MULLER. Beitr. 
z.4klin. Chir., 1914, xciv, 10. [600] 


Buyo cheek cancer, with special reference to etiology. 
G. G. Davis. J. Am. M. Ass., 1915, Ixiv, 711. 

Osteoplastic surgery of the face. W. W. 
J. Am. M. Ass., 1915, Ixiv, 203. 

Lock jaw treated by Le Dentu’s operation. H. Morrs- 
TIN. Bull. et mém. Soc. de chir. de Par., 1915, xli, 655. 

The relations of the inner surface of the cranium to the 
cranial aspect of the brain. J.Symincron. Edinb. M. J., 
1915, xiv, 85. 

Mental symptoms following cranial injuries. <A. 
Cuurcn. Chicago M. Recorder, 1915, xxxvii, 73. 

Infections within the head. J. Gortz. St. Paul M. J., 
1915, XVii, 105. 

The diagnosis of subtentorial tumors. 
LAND. Canad. Pract. & Rev., 1015, xl, 51. 

Treatment of meningitis by drainage of the lateral ven- 


BABCOCK. 


G. W. How- 


tricle. R.V. Martin. J. M. Ass. Ga., 1915, iv, 290. 
Treatment of purulent streptococcic cerebrospinal 

meningitis. W.S. Bryant. Surg., Gynec. & Obst., 1915, 

XX, 240. {600} 


M. R. Castex and 
Arch. f. Psychiat., 1915, lv, 479. 


Sarcoma of the left motor region. 
P. O. Boro. 


thesia in conjunction with inhalation anesthesia. K. PF. 


Kem. Wien. klin. Rundschau, 1914, No. 32. 599] 
Experiences with lumbar anesthesia. GFrROERER. 
Miinchen. med. Wchnschr., 1914, No. 306. |599] 
The paravertebral injection anesthesia. P. W. SIEGEL. 
Deutsche med. Wchnschr., 1914, No. 28. (600! 


Anesthesia of the brachial plexus according to the 
method of Kulenkampff on the basis of 200 cases. H. 
Borr. Beitr. z. klin. Chir., 1914, xciii, 330. 

Anesthesia in urology. W.T. Briccs. Nashville J. M. 
& S., 1915, cix, 64. 

Critical review of local anesthesia of the abdominal 
cavity. A. Ecker. Wien. klin. Rundschau, 1914, No. 
30. (600) 


Surgical Instruments and Apparatus 


Bandages for dressings. C. WALTHER. Bull. et mém. 
Soc. de chir. de Par., 1915, xli, 736. 

Herff’s clamps. J. Lance. Zentralbl. {. Gyniik., 1915, 
XXXIX, 153. 


HEAD AND NECK 


Concerning the results of operations for brain tumor. 
H. Cusuinc. J. Am. M. Ass., 1915, lxiv, 180. 

The after-treatment of brain abscess, especially abscess 
of the cerebellum. G. BULLER. Arch. f. Ohren-, Nasen-, 
u. Kehlkopfheilk., 1915, xeviii, 58. 


Neck 


Differential diagnosis and indications for treatment of 
tumors of the neck. O. C. Smiru. Boston M. & S. J., 
1915, clxxii, 208. 

Tuberculous cervical adenitis in children. 
Clin. J., 1915, xliv, 41. 

Relation of the tonsils, adenoids, and other throat con- 
ditions to tuberculous cervical adenitis. G. L. Ricnarps. 
Boston M. & S. J., 1915, elxxii, 1. 

The treatment of tuberculous cervical adenitis. 
Chadwick. Boston M. & S. J., 1915, clxxii, 5. 

Torticollis. H. J. Frrzstumons. J. Am. M. Ass., 1915, 
Ixiv, 645. 

Thyroid insutliciency. 
IQI5, XCiV, 199. 

Thyroid insufliciency in general practice. 
GER. Practitioner, Lond., 1915, xciv, 317. 


J. FRASER. 


H. 
L. Lévi. Practitioner, Lond., 
J. P. Gran- 


A. E. Hertz- 


Thyroidectomy under local anesthesia. 
LER. 


679 


J. Mo. St. M. Ass., 1915, xii, 45. 


- 
} 
he 


680 INTERNATIONAL ABSTRACT OF SURGERY 


A comparison of autoplastic and homeoplastic trans- 
plantation of thyroid tissue in the guinea pig. C. HESSEL- 
BERG. J. Exp. Med., 1915, xxi, 164. [600] 

Congenital goiter and its relation to disturbances of 
internal secretion. M. STAEMMLER. Virchow’s Arch. f. 
path. Anat., etc., Berl., 1915, ccxix, 226. 

Etiology of endemic goiter. F. Messer. Schweiz. 
Rundschau f. Med., 1915, xv, 130. 

Basedow’s goiter. H. Risppert. Virchow’s Arch. f. 
path. Anat., etc., Berl., 1915, ccxix, 246. 

Indications and contra-indications for surgical treatment 
of goiter. A.C. Scott. Texas St. J. Med., 1915, x, 415. 


Medical side of exophthalmic goiter. R. W. Barro. 
Texas St. J. Med., 1915, x, 412. 

Exophthalmic goiter; kidney stone; oesophageal stric- 
ture; cholecystitis; duodenal ulcer; and appendiceal ab- 
scess. W. D. HaccGarp. South. Pract., 1915, xxxvii, 
49. 
Regenerative capacity of the parathyroids. F. Funct 
and A. GriAnnuzzi. Centralbl. f. allg. Path. u. path. 
Anat., 1915, XXvi, 97. 

Tetany tollowing parathyroidectomy; report of a case 
following a partial thyroidectomy. G. B. JoHNsTON and 
S. W. Bupp. South. M. J., 1915, vii, 135. 


SURGERY OF THE CHEST 


Chest Wall and Breast 


Cancerjof the breast. W.L.Ropman. J. Am. M. Ass., 
1915, lxiv, 707. 

Cancer of the breast. J. H. Bristow. Med. Sentinel, 
IQI5, XXili, 2030. 

‘Bilateral myeloid chloroma of the mammary gland. 
M. Beitr. z. klin. Chir., 1914, xcv, 47. [601] 

Treatment of rib fractures. W. Gross. Deutsche med. 
Wehnschr., 1915, xli, 338. 

Preliminary note on two cases treated by rib transplanta- 
tion. W.I.peEC. WHEELER. Brit. M. J., 1915, i, 288. 

Pneumothorax. CASTAIGNE. Rev. gén. de clin et 
de thérap., 1915, xxix, 178. 

Report of forty-six cases treated by artificial pneu- 
mothorax. J. J. Luoyp, Jr. Virg. M. Semi-Month., 
IQI5, XiX, 530. 

The pleural effusions of artificial pneumothorax. M. E. 
LaprHam. South. M. J., 1915, viii, 106. 

Providential pneumothorax in a case of hemoptysis 
following traumatic pneumonia of the left side; two 
pleurotomies; recovery. L. GALLIARD. Bull. et mém. 
Soc. méd. de hép. de Par., 1915, xxxi, 18o. 

Social indications for artificial pneumothorax in pul- 
monary tuberculosis. Bimer. Ztschr. f. Tuberk., 1915, 
XXXill, 475. 

Concerning artificial pneumothorax in the treatment of 
pulmonary tuberculosis. G. Breccia. Clin. med. ital., 
1915, liv, 57. 

Artificial pneumothorax in the treatment of pulmonary 
tuberculosis. T. A. McGoipricx. Long Island M. J., 
1915, 1X, 93. 

Extrapleural thoracoplasty in pulmonary tuberculosis 
and bronchiectasis. W. and R. Muusam. Berl. 
klin. Wehnschr., to15, lii, 45, 71. [602| 

Acute and = chronic empyema. W. WHITTEMORE. 
Boston M. & S. J., 1915, clxxii, 168. 


The decompressive bursting of the thorax by means of 
longitudinal sterneotomy. P. L. Frrepricu. Beitr. z. 
klin. Chir., 1914, xciii, 312. [602] 


Utilizing the scapular muscles in the treatment of old 


SURGERY OF 


Abdominal Wall and Peritoneum 


The closure of defects of the abdominal wall. C. 
GoEBEL. Beitr. z. klin. Chir., ro14, xciv, 14. [603] 

Generalized small round-celled sarcomatosis of the 
peritoneum in a child of six. G. Repaci. Riv. di clin. 
pediat., 1915, xiii, 77. 


pleural empyema. N. HeEtistrém. Nord. med. Ark., 
Stockholm, 1914, xlvii, No. ro. 

Treatment of metapneumonic empyema. J. BorELIvs. 
Nord. med. Ark., Stockholm, 1914, xlvii, No. 8. 

Mediastinal syndrome in metastatic new-growths. 
G. Manara. Gazz. d. osp. e d. clin., Milano, 1915, 
XXXVI, 

Some observations on the thymus gland. W.R. CoLes. 
West. M. News, 1915, vii, 33. 

Experimental and clinical study of the thymus. O. 
NorpMAnn. Arch. f. klin. Chir., 1914, cvi, 172. [602] 


Trachea and Lungs 


Foreign body in left lung inhaled five years ago; trans- 
pleural pneumotomy; recovery. M. Frorinr and F. 
Rossr. Riv. di clin. pediat., 1915, xiii, 9. 

Third case of removal, under control of radioscopy, 
of a metallic foreign body lodged superficially in the lung. 
P. Mauccarre. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 735. 

Surgery of echinococcus of the lungs and pleura. O. 
Ortatt. Gazz. d. osp. ed. clin., Milano, 1915, xxxvi, 226. 

The significance of the pleural endothelium and its 
injury. H. Borr. Beitr. z. klin. Chir., 1914, xciii, 326. 


Heart and Vascular System 


Case of injury of the heart and lungs. S. Corpont. 
Gazz. d. osp. e d. clin., Milano, 1915, xxxvi, 210. 


Pharynx and Csophagus 


A new position for cesophagoscopic examination. W. 
STERNBERG. Miinchen. med. Wchnschr., rg15, Ixii, 292. 

Two cases of transpleural resection for carcinoma of the 
oesophagus. F. BAver. Nord. med. Ark., Stockholm, 
1914, xlvii, No. 11. 

Further experience with resection of the cesophagus 
for carcinoma. W. Meyer. Surg., Gynec. & Obst., 
1915, XX, 162. {603} 


THE ABDOMEN 


Pseudomyxoma of the peritoneum and vermiform 
appendix. Lor. Beitr. z. klin. Chir., 1914, xciv, 47. 
604 


Tubercular peritonitis, W. O. Henry. Calif. St. 
J. Med., 1915, xiii, 71. 

The local employment of iodine in suppurative peri- 
tonitis. F.T. Fort. Am. J. Surg., 1915, xxix, 50. 


{ 
| 
| 
| 


| 


BIBLIOGRAPHY OF CURRENT LITERATURE 681 


Irrigation of the peritoneum with ether: an experimental 
study. P.Santy. Lyon chir., 1914, xi, 313. 04) 

Bringing the tube outside the peritoneum as a method 
of sterilization. W. StorckeL. Zentralbl. f. Gynik., 
IQ15, XXXiX, 161. 

Subphrenic abscess. N. O. Ramstap. J.-Lancet, 
IQ15, XXXV, 30. [604] 

“Hernie par glissement.” H. R. Unwin. Brit. M. 
J., 1915, 1, 320. 

_Ventral hernia. F.E. Bunts. Cleveland M. J., rors, 

xiv, 92. 


Gastro-Intestinal Tract 


The prognosis and treatment of perforating gastric 
ulcer. Hancx. Beitr. z. klin. Chir., 1914, xciii, 702. [605] 

Acute dilatation of the stomach. R. Linke. Beitr. 
z. klin. Chir., 1914, xciii, 360. [606] 

Problems in stomach surgery, especially the effect of 
gastro-enterostomy. H. Brun. Deutsche Ztschr. f. 
Chir., 1915, cxxxii, 511. 

Some factors in surgery of the stomach and duodenum. 
J. G. SHEtpon. J. Mo. St. M. Ass., 1915, xii, 65. 

Operative treatment of hour-glass stomach. A. Pers. 
Deutsche med. Wchnschr., 1914, xl, 1612. [606] 

Plastic surgery of the stomach: an experimental study. 
C. Beck. Surg., Gynec. & Obst., 1915, xx, 170. 7 

Congenital pyloric tumor. C. M. Scupper. Boston 

S. J., 1915, clxxii, 166. 

Frozen section in diagnosis; pyloric occlusion. R. T. 
Morris. Med. Council, 1915, xx, 34. 

Duodenal ulcer. J. J. Grxprme. Med. Council, 1915, 
XX, 35. 

The “positive diagnosis” of duodenal ulcer. A. E. 
Barctay. Arch, Réntg. Ray, 1915, xix, 280. 

The chemical examination of duodenal contents as a 
means of diagnosis in conditions of jaundice. B. B. 
Crown. J. Am. M. Ass., 1915, lxiv, 565. 

Cases of late operation for intestinal obstruction. J. C. 
Jounston. Med. Rec., 1915, Ixxxvii, 21. [607] 

The mortality statistics of two hundred and seventy- 
six cases of acute intestinal obstruction. J. B. DEAVER 
and G.G. Ross. Ann. Surg., Phila., 1915, lxi, 198. [607] 

Post-operative ileus and ileus accompanying peritonitis. 
R. C. AnpriEs. J. Mich. St. M. Soc., 1915, xiv, 86. 

The danger of delay in the diagnosis and treatment of 
intussusception in infancy. E. W. PrTEerRson. Med. 
Rec., 1915, Ixxxvii, 218. 

Cancer of the intestines. R. R. Wuire. Texas St. 
J. Med., 1915, x, 418. 

Rupture of intestine. L. Davis. Boston M. & S. J., 
1915, clxxii, 163. 

A plea for early diagnosis and treatment of perforations 
of the intestines in typhoid fever; report of four cases. 
S. E. Harmon. J. So. Car. M. Ass., 1915, xi, 44. 

Six cases of intestinal perforation. Isetrn. Bull. et 
mém. Soc. de chir. de Par., 1915, xli, 536. 

Surgical treatment of perforation of the intestine in 
typhoid. H. Toussarnt. Bull. et mém. Soc. de chir. 
de Par., 1915, xli, 666. 

A new method of lateral (side-to-side) intestinal an- 
astomosis. A. L. Soresr. Surg., Gynec. & Obst., 1915, 
XX, 225. 608 

Intestinal resection without anesthesia. R.C. Turck. 
J. Fla. M. Ass., 1915, i, 228. 

Cavernous and y mig lymphangioma of the cecum. 
E. A. BABLER. J. Am. Ixiv, 719. 

The physiology of the appendix. B. Heme. Beitr. z. 
klin. Chir., 1914, xciii, 520. [608] 

Benign tumors of the appendix, especially myxoma. 
W.E. Danny. Beitr. z. klin. Chir., 1914, xcv, 1. 609] 


Pseudomyxomatous cyst of the appendix with cal- 
cification of walls. H. H. Ocrtvic. J. Am. M. Ass., 
1915, lxiv, 657. 

Appendicitis. G. Rummo. Gazz. d. osp. e d. clin., 
Milano, 1915, xxxvi, 197. 

Some cases of severe appendicitis. H. Breyer. Allg. 
Homoéop. Ztg., 1915, clxiii, 43. 

The responsibility for the morbidity and mortality of 
appendicitis. F.H.Smitu. Old Dominion J., 1915, xx, 60. 

Appendicitis in an abnormal anatomical position. L. 
Picgu£. Bull. et mém. Soc. de chir. de Par., 1915, xli, 652. 

Chronic indigestion associated with chronic appendicitis. 
J. J. Gitsrwe. N. Y. M. J., 1915, ci, 244. 

Pelvic abscess following the Fowler position in ap- 
pendicitis. H.B.Detatour. N.Y. M. J., rors, ci, 208. 

Stump treatment in appendectomy. C. H. Parkes. 
Interst. M. J., 1915, xxii, 156. 

Catharsis after operation for appendicitis. L. B. 
Meyer. N.Y. M. J., 1915, ci, 408. 

The etiology and treatment of colonospasm. D. 
Roserts. N. Y. M. J., 1915, ci, 300. 

The diagnosis of acquired diverticula of the colon and 
sigmoiditis diverticularis. F. pe QurERVAIN. Deutsche 
Ztschr. f. Chir., 1914, cxxviii, Nos. 1 and 2. [609] 

Developmental reconstruction of the colon based on 
surgical physiology. J. M. Lyncu and J. W. Draper. 
Ann. Surg., Phila., 1915, Ixi, 166. 

Colocolostomy. A. LoBING Ann. Surg., Phila., 
1915, Ixi, 176. 

Diverticulitis and sigmoiditis. P. Supecx. Beitr. 
z. klin. Chir., 1914, xciv, 78. [609] 

Rectal and anorectal mucous sac and mucocutaneous sac, 
commonly called external and internal piles, or h:zemor- 
rhoids. A. B. JAmison. Eclect. Rev., 1915, xviii, 43. 

Syphilitic strictures of the rectum. SCHULTE-TIGGEs. 
Beitr. z. klin. Chir., 1914, xciv, 86. [610] 

A new operation for stricture of the rectum or sigmoid. 
J. Wiener. Surg., Gynec. & Obst., 1915, xx, 222. 

Death from strangulated internal hemorrhoids. P. 
LockHArt-Mummery and M. K. Josur. Lancet, Lond., 
1915, Clxxxviii, 322. 


Liver, Pancreas, and Spleen 
Obstructive jaundice. D. G. Witcox. Hahneman. 
1915, |, 81. 
Pathogenesis of gall-stones. T. Rovsinc. Hosp.-Tid., 
Kj@benh., 1915, viii, 240. 
Gall-stone disease. C.E. Clinique, Chicago, 
IQI5, XXXVi, 49. 
Tetany in the course of gall-stone colic. G. Graut. 
Deutsche med. Wechnschr., 1915, xli, 240. 
Prognosis of surgical ‘treatment of gall-stones. W. 
K6érte. Ztschr. f. airztl. Fortbild., 1915, xii, 134. 
The re-formation of gall-stones after operation. E. M. 
Stanton. Ann. Surg., Phila., 1915, lxi, 226. 
Cholelithiasis; its pathology, etiology, and symptoms. 
C. I. Utmer. Med. Council, 1915, xx, 40. 
Duodenotomy in common duct-stone. G. M. Topp. 


Ann. Surg., Phila., 1915, !xi, 180. [610] 
Acute pancreatitis. Ror~MANN. Deutsche Ztschr. f. 
Chir., 1914, cxxviii, Nos. 1 and 2. {611] 


Acute hemorrhagic pancreatitis; report of eight cases. 
W. Linper. Surg., Gynec. & Obst., 1915, xx, 204. 


Cysts of the pancreas. P. CHAUFFARD. Rev. gén. 
de clin. et de thérap., 1915, xxix, 161. 

Adenomatous tumors of the pancreas. A. T. VON 
Virchow’s Arch. f. path. Anat., etc., Berl., 1915, ccxix, 191. 

The pancreas complications following resections of the 
stomach according to the second Billroth method. H. 
Ktrtner. Beitr. z. klin. Chir., 1914, xciii, 692. {611] 


. 
i 
| 
} 
| 
| 
. 
it w 


682 INTERNATIONAL ABSTRACT OF SURGERY 


Splenomegaly in childhood. E. Nospet and R. STEIN- 
BACH. Ztschr. f. Kinderh., 1914, xii, 76. {612} 

Splenectomy for pernicious anemia; apparent recovery; 
death. J. F. Batpwry. Med. Rec., 1915, Ixxxvii, 230. 

The history of extirpation of the spleen. E. B. KrumB- 
HAAR. N. Y. M. J., 1915, ci, 232. 


Miscellaneous 
The acute abdomen: a clinical study. J. M. ELper. 
Canad. M. Ass. J., 1915, v, 85. 
Penetrating wounds of the abdomen. Dupont and 


KeNpDIRDJY. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 530. 

Visceral ptosis. J. T. Witt1ams. Boston M. & S. J., 
1915, clxxii, 13. 

Penetrating wounds of the abdomen and thorax. A. P. 
Butt. W. Virg. M. J., 1915, ix, 260. 

Standardization of preparation for abdominal opera- 
tions. H. F.Granam. N.Y. M. J., 1915, ci, 304. 

Report of some interesting cases of abdominal surgery. 
C. P. Fox. J. Tenn. St. M. Ass., 1915, vii, 408. 

An analysis of the mortality of abdominal surgery. 
R. E. SKEEL. J. Mich. St. M. Soc., 1915, xiv, 110. 


SURGERY OF THE EXTREMITIES 


Diseases of Bones, Joints, Muscles, Tendons — 
General Conditions Commonly Found 
in the Extremities 


The relation of the periosteum to bone vitality. R. T. 
Stratton. Calif. St. J. Med., 1915, xiii, 23. 

Calcification. J. H. Mummery. Guy’s Hosp. Gaz., 
IQI5, XXIX, 9 

Cancellous bone lesions. G. BArrieE. Ann. Surg., 
Phila., 1915, Ixi, 129. 

Studies in the etiology and prevention of rickets. D. 
Cure. Med. Council, 1915, xx, 46. 

Acute suppurative osteomyelitis. J. F. OCHSNER. 
N. Orl. M. & S. J., 1915, Ixvii, 678. 

Acute osteomyelitis of the cranial bones. S. WIDEROE. 
Tidsskr. f. d. norske Leegefor., 1915, xxxv, 281. 

The treatment of osteomyelitis. C. C. Srmons. 
Surg., Gynec. & Obst., 1915, xx, 1209. 

Surgical treatment of acute osteomyelitis. W. L. 
Watiace. N. Y. St. J. Med., 1915, xv, 7o. 

Chronic abscess of bone; its treatment. C. SyMONDs. 
Guy’s Hosp. Gaz., 1915, Xxix, 102. 

Multiple congenital osteochondromata. R.D. CARMAN 
and A. O. Fisner. Ann. Surg., Phila., 1915, lxi, 142. [612] 

Ostitis fibrosa of the frontal and neighboring bones. A. 
Krocius. Nord. med. Ark., Stockholm, 1914, xlvii, No. 13. 

Acute surgical metastatic infections with especial 
reference to bones, joints, and periarticular structures. 
N. Gryspurc. Penn. M. J., 1915, xviii, 341. 

Isolated disease of the semilunar bone. G. BECKER. 
Beitr. z. klin. Chir., 1914, xciv, 172. [613] 

A simple, easily regulable method of applying abduction 
in the treatment of shoulder disability. W.M. BricKNER. 
Med. Rec., 1915, Ixxxvii, 15. 

Metastatic joint inflammations. J. M. HermsBacu. 
Hahneman. Month., rors, |, 115. 


Fractures and Dislocations 


Fracture of the elbow in childhood. W. F. CAmpBett. 
Med. Times, 1915, xliii, 43. 

Fracture of the lower end of the humerus, with displace- 
ment. J.S. Wicut. N. Y.M. J., 1915, ci, 204. 

Genu valgum from sagittal fracture of the external 
condyle. H. Toussarnr. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 732. 

Fracture of the tip of the internal condyle of the femur. 
M. G. Sturcis. Ann. Surg., Phila., 1915, Ixi, 79. 

Non-operative treatment of fractures of the femur. 
C. C. Copy. Texas St. J. Med., 1915, x, 405. 

Luxation of the semilunar of the wrist. H. VULLetT. 
Rev. méd. de la Suisse Rom., 1915, xxxv, 57. 


The volar luxation of the os lunatum. F. OEHLECKER. 
Beitr. z. klin. Chir., 1914, xciv, 148. 613 

Traumatic forward subluxation of the shoulder. W. 
M. Brickner. Am. J. Surg., 1915, Xxix, 51. 

Luxation of the right shoulder reduced after 67 days 
by mobilization and simple traction underc hloroform. P. 
Bazy. Bull. et mém. Soc. de chir. de Par., 1915, xli, 734. 

Late deformities in cases of replaced congenital luxa- 
tions of the hip; their relation to the clinical picture of 
osteochondritis deformans juveniliss M. BRANnpDEs. 
Ztschr. f. orthop. Chir., 1915, Xxxv, 274. 


Surgery of the Bones, Joints, etc. 


Use of silver plates in surgery. E. Lexer. Zentralbl. 
f{. Chir., 1915, xiii, 217. 

Osteoplastic operations on the extremities. O. Jost. 
Beitr. z. klin. Chir., 1914, xcv, 86. 

Bone transplants. I. CoHN and G. Mann. Lancet- 
Clin., 1915, cxiii, 240. [614] 

Original surgical uses of bone-graft. F. H. ALBEE. 
Penn. M. J., 1915, xviii, 333. 

The use of the bone-graft in surgery. W. G. TuRNER. 
Canad. M. Ass. J., 1915, v, 103. 

Bone wedging — a method of eliminating the introduc- 
tion of foreign materials in open operation on fractures. 
W. E. Gatiie. Canad. M. Ass. J., 1915, v, 110. 

An improved amputation retractor. Hasse. Zentralbl. 
f. Chir., rors, xlii, 148. 

Metallic retractors for amputations. Monprorir. 
Bull. Acad de méd., Par., 1915, Ixxiii, 291. 

Changes occurring on bone stumps following amputa- 
tion. W. MernsHAvuseN. Beitr. z. klin. Chir., 1914, 
xCiv, 106. [614] 

Implantation of soft parts in joint resection. F. 
Houmeter and G. Macnvus. Beitr. z. klin. Chir., 1914, 
XCiv, 547. {614| 

Splints for mobilization of joints by Schede’s method. 
NEvUMEISTER. Zentralbl. f. Chir., 1915, xlii, 203. 

The surgical treatment of infantile paralysis. C. L. 
Starr. Canad. Pract. & Rev., 1915, xl, 1. 

Tendon fixation for deformity resulting from partial 
paralysis. W.E.Gatime. Ann. Surg., Phila., 1915, Ixi, 04. 

Plastic tendon operations in congenital defects. Von 
TFELLENBERG. Schweiz. Rundschau f. Med., 1915, xv, 137- 


Orthopedics in General 


Deformities in children and their treatment. C. R. 
KeppLer. Am. Med., 1915, x, 91. 

Prophylaxis and orthopedic management of anterior 
poliomyelitis. S. F. Jones. Colo. Med., 1915, xii, 56. 


. 
I 
A 
k 


The diagnosis of paralysis in childhood. 
Kentucky M. J., 1915, xiii, 92. 

Treatment of deformities following infantile paralysis. 
W. B. OwEN. Kentucky M. J., 1915, xiii, 90. 

Diagnosis, symptomatology, and pathology of poliomye- 
litis anterior acuta. R. G. Armour. Canad. J. M. & 
S., 1915, XXXVli, 47. 

The medical treatment of anterior poliomyelitis. G. 
W. Canad. J. M. &S., 1915, xxxvii, 52. 

Deformity of the thumb in ulnar paralysis. JEANNE. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 703. 

Supernumerary phalanges and displaced supernumerary 
metacarpals. H. HILGENREINER. Ztschr. f. orthop. 
Chir., 1915, XXxv, 234. 

Dupuytren’s contraction. K. BLack. Brit. M. J., 
i, 326. 

Congenital, especially bilateral, upward displacement 
of the scapula. M. Scumipt. Ztschr. f. orthop. Chir., 
1915, XXXV, 212. 

Osteochondritis deformans coxz juvenilis. 
Ztschr. f. orthop. Chir., 1915, xxxv, 301. 


J. J. Moren. 


1915, 


O. NIEBER. 


SURGERY OF THE SPINAL COLUMN 


Latent fracture and fracture dislocation of the cerv ical 
vertebra. A. Newton. Med. Austral., 1915, i, 164. 
Spina bifida. N. SHARPE. Ann. Surg., Phila., 1915, 


Ixi, 151. {616| 
Bifida, cranial and spinal. J. D. TAytor. J.-Lancet, 
1915, XXxVv, 89. [617] 


Spina bifida with myelomeningocele; removal of mye- 
lomeningocele and closure of spinal cleft by transplanta- 
tion of bone. H. M. ErEN¥eLD. J.-Lancet, 1915, xxxv, 8. 

Primary acute and subacute osteomyelitis of the spinal 
column. J. VoLKMANN. Deutsche Ztschr. f. Chir., 1915, 
CXXXii, 444. 

Operative fixation of the spinal column in spondylitis. 
H. WALDENSTROM. Nord. med. Ark., Stockholm, ror4, 
xlvii, No. 9. 


SURGERY OF THE 


Further observations on the treatment of sciatica by 
perineural infiltration with physiological saline solution. 
W. M. Leszynsxy. Med. Rec., 1915, Ixxxvii, 211. 

Benign immature neuromata and multiple fibromata. 
H. Fremretp. Beitr. z. path. Anat. u. z. allg. Path., 
1915, Ix, 347. 

Injuries of the vagus in the neck and their treatment. 
D. G. Zesas. Zentralbl. f. d. Grenzgeb. d. Med. u. Chir., 
1915, XVili, 587. 


SURGERY OF THE SKIN, 


A note on the open method of treating burns. C. 
HeERRMAN. Am. J. Surg., 1915, xxix, 63. 

The treatment of burns by exposure to air. 
Am. J. Surg., 1915, xxix, 61. 

Chiffon taffeta in the dressing of burns and cutaneous 
wounds. P. ALGLAVE. Presse 1915, XXili, 75. 

Adenoma of the sweat glands. . Frattin. Arch. f. 
klin. Chir., 1915, cvi, 522. 


S. V. Haas. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


683 


femur. G. 
XXXV, 317. 
Wien. klin. Wehn- 


Unusual case of congenital absence of 
ENGELMANN. Ztschr. f. orthop. Chir., 
Artificial limbs. G. ENGELMANN. 

schr., 1915, XXVili, 310. 
Experience with reference to the usefulness of artificial 


legs. Rreper. Zentralbl. f. Chir., 1915, xlii, 185. 

Static foot disorders. R. W. Bituincron. J. Tenn. 
St. M. Ass., 1915, vii, [615] 
Weak feet. W. B. Ow EN. Surg., Gynec. & Obst., 

IOUS, XX, 213. 
Relation between flat-foot and tuberculosis. Syrinc. 
Deutsche med. Wchnschr., 1914, xl, 1473. {615} 


Tanning the ligaments in the treatment of flat-foot and 
other deformities. M. Karzenstrreix. Deutsche med. 
Wcehnschr., 1914, xl, 1520. [616| 

Wire splint in the early treatment of congenital club- 
foot. A. J. Datton. Surg., Gynec. & Obst., 1915, xx, 
233 

Subperiosteal osteotomy for the os calcis for pes cal- 


caneus; report of two cases. W. C. CAMPBELL. Surg., 
Gynec. & Obst., 1915, Xx, 231. 
AND CORD 
Recurrent spondylolisthesis, with paralysis; bone- 


splint transplantation. E.W. Ryerson. J. Am. M. Ass., 


1915, lxiv, 2 1617) 
Congenital lateral curvature of the spine. P. LE 
Breton. Pediatrics, 1915, xxvii, 73. {617| 


Rickets as the cause of habitual scoliosis. G. ENGEeL- 
MANN. Ztschr. f. orthop. Chir., 1915, xxxv, 250. 

Some thoughts in regard to scoliosis and its treatment. 
E. H. Smiru. Pacific M. J., 1915, lviii, 84. 

The surgical treatment of Pott’s disease. A. H. Binc- 
HAM. N. Am. J. Homoeop., 1915, xxx, 64. |617] 

Bone-grafting for Pott’s disease and for ununited frac- 


tures. KE. W. Ryerson. Kentucky M. J., 1015, xiii, 72. 
Surgery of the spinal cord. J. S. Ropmay. Penn. 
M. J., 1915, xviii, 340. 618] 
NERVOUS SYSTEM 
Reuniting the brachial plexus. L. J. M. 


Ass. Ga., 1915, iv, 204. 
Simple method of testing the results of nerve-suture. 
P. HorrMann. Med. Klin., Berl., 1915, xi, 350. 
Neuroplasty of the median and ulnar nerves. 
Weise. J.-Lancet, 1915, xxxv, 68. 
Experimental study of plastic operation and tr: /% inta- 


E. 


tion of nerve and msucle. P. ERtacuer. Arch. f. klin. 
Chir., 1915, cvi, 380. (618) 
FASCIA, APPENDAGES 

The treatment of malignant disease of the skin. J. H. 


SEQUEIRA. Brit. M. J., 1015, i, 3065. 


The use of skin- grafts in the ambulatory treatment of 
ulcers; report of fifty cases. 
1915, Ixiv, 558. 

Deep growth of epithelium after Thiersch transplanta- 
IQ15, XCV, 317. 


618) 


J.S. Davis. J. Am. M. Ass., 


tion. G. Beitr. z. klin. Chir., 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


684 
Clinical Entities—Tumors, Ulcers, Abscesses, etc. 
Theories with reference to tumors. H. STanr. Cen- 


tralbl. f. allg. Path. u. path. Anat., 1915, xxvi, 129. 

An unusual tumor (granuloma or my xosarcoma) of 
the hand. J. A. C. Macewen. J. Pathol. & Bacteriol., 
1914, xix, 188. 

Relation between malignant tumors and mental disease. 
E. Allg. Ztschr. f. Psychiat., 1915, Ixxii, 72. 

The presence of continued high temperature in malignant 
tumors. J. Poms. Am. J. M. Sc., 1915, cxlix, 193. 

What the public should know about cancer. H. L. 
Nortuop. Hahneman. Month., rors, |, 80. 

The origin of cancer. F. A. StTEENSMA. Nederl. 
Tijdschr. v. Geneesk., 1915, i, 728. 

Plant cancers. W. P. EVANS. 
XCiX, 

Preliminary report of research demonstrating the in- 
fectious nature of cancer. H. W. ABELMANN. Illinois 
M. J., 1915, xxvii, 121. 

Supporting tissue of sarcomata and its demonstration 
by tannin silver method of Achucarro-Ranke. M. 


Med. Press & Circ., 1915, 


Huuscu. Beitr. z. path. Anat. u. z. allg. Path., 1915, 
lx, 245. 
Tetanus. G. Worrsoun. Berl. klin. Wchnschr., 1914, 


xlix, 1883. [619] 

Experience with tetanus. M. Kyrppen. Schmidt’s 
Jahrb., 1915, lxxxii, 77. 

Tetanus in war. H. Prrpram. Prag. med. Wchnschr., 
1915, xl, rot. 

Tetanus in the field. GOoLDSCHEIDER. klin. 
Wcehnschr., 1915, lii, 268. 

Report of thirty-one cases of tetanus following wounds 
received in battle, treated by the combined intraspinal 


Berl. 


and intravenous methods of giving antitoxin. KRENTER. 
Miinchen. med. Wchnschr., 1914, xlvi, 2255. [619] 

Several important practical aspects of tetanus. KREN- 
TER. Miinchen. med. Wchnschr., 1914, xl, 2045. [619] 

The treatment of tetanus. L. Dreyrus. Therap. 
Monatsh., 1914, No. 11. [619] 

The treatment of tetanus. K. ALEXANDER. Miinchen. 
med. Wchnschr., 1914, xlvi, 2260. [620] 

Treatment of wound tetanus. H. HINTERSTOISSER. 
Wien. klin. Wchnschr., 1915, xxviii, 175. 

Wound tetanus and its treatment. H. Bacu. Ztschr. 
f. physikal. u. diitet. Therap., 1915, xix, 78. 

Treatment of traumatic tetanus. A. ANGERER. Miin- 
chen. med. Wchnschr., 1914, xlv, 2226. [620] 


Treatment of tetanus with magnesium sulphate. W. 
K. Eunrtke. Miinchen. med. Wchnschr., 1914, xlv, 2225. 
[620 


Treatment of tetanus with magnesium sulphate. C. 
Ugesk. f. Leger, Kjgbenh., 1915, Ixxvii, 
406. 

Treatment of tetanus with subcutaneous injection of 
magnesium sulphate. F. REINGRUBER. Therap. Mo- 
natsh., 1915, Xxxix, 148. 


Magnesium sulphate in tetanus. S. J. MELTZER. 


Berl. klin. Wchnschr., 1915, lii, 261. 
Experiences in the treatment of tetanus. HocHHAUs. 
Miinchen. med. Wchnschr., 1914, xlvi, 2253. [620] 


Hypodermic injection of carbolic acid in tetanus. F. 
PretRAFAcctA. Semaine méd., 1915, xxii, 50. 

A. G. WuITE- 
Lancet, Lond., 


A case of acute tetanus with recovery. 
HORNE-COLE and W. M. S. Rosrnson. 
1915, c]xxxviii, 370. 


Hypodermic injections of oxygen in the treatment of 
tetanus. LEGER. Bull. et mém. Soc. de chir. de Par., 
1915, xli, 606. 

Treatment of tetanus with luminal. Miinchen. 
med. Wchnschr., 1914, xlvi, 2260. [620] 

Colloidal iodine associated with serum treatment in 
tetanus. AUREGAN. Lancet, Lond., 1915, clxxxviii, 430. 

Treatment of tetanus with antitetanus serum and 
chloral. L. SprttMANN and A. Sartory. Bull. Acad. 
de méd., Par., 1915, Ixxiii, 304. 

Indications for serum therapy in the control of tetanus. 
E. von Benrinc. Deutsche med. Wchnschr., 1914, xli, 
1833. {620| 

Rabies. T. C. Estes. 

368. 

The influence of changes in the chemical environment 
on the life and growth of tissues. L. Lors. J. Am. M 
Ass., 1915, lxiv, 726. 

What first aid in railway surgery does not mean and what 
it actually does mean. D. McCaskey. Med. Rec., rors, 
Ixxxvii, 259. 

Management of surgical cases by the general practi- 
tioner. S. LeicH. Internat. J. Surg., 1915, xxviii, 48. 

Pain and its significance. J. H. Extiorr. J. Mo. St. 
M. Ass., 1915, Xii, 49. 

The kinetic system. G. W. Crite. J. Mich. St. M. 
Soc., 1915, xiv, 75. 

The shockless operation. 
M. J., 1915, ci, 277. 

Treatment of shock. A. W. CoLcorp. 
Surg., 1915, XXviii, 39. 


Kuan. 


Med. Summary, 1915, xxxvi, 


W. F. CampsBeELt. 


Internat. J. 


Sera, Vaccines, and Ferments 


Specific serum treatment of wounds. LECLAINCHE and 
Bull. Acad. de méd., Par., 1915, lxxiii, 280. 

The Abderhalden reaction. A. A. Eccstein. J. Am. 
M. Ass., 1915, lxiv, 735. 

A preliminary report on a study of the protective fer- 
ments of the blood by the Abderhalden method, after the 
transplantation of organs. C. GoopMANn. Ann. Surg., 


Phila., 1915, lxi, 149. [621)| 

Tumor extract treatment and its results. LUNCKEN- 
BEIN. Beitr. z. Klin. d. Infektionskr. u. z. Immu- 
nitatsforsch., 1914, iii, No. 3 {621} 


Further investigations oy ‘the mode of action of sub- 
stances inhibiting tumor growth and on immunization 
against these substances. M. S. FLEISHER and L. Logs. 
J. Exp. Med., 1915, xxi, 155. [622] 

Fixation abscess treatment. Ugesk. f. Leger, 
Kjgbenh., 1915, Ixxvii, 287. 

Immunity against infectious disease, with special ref- 
erence to antityphoid inoculation. E. J. MCWEENEY. 
Lancet, Lond., 1915, clxxxviii, 265. 


LicuT. 


The biochemistry of immunity reactions. C. H. 
Browninc. Brit. M. J., 1915, i, 239. 
Blood 


The antitrypsin content of the blood and leukocytosis 
in laparotomy. D. GorBakowsky. Beitr. z. Geburtsh. 
u. Gyniik., 1914, xix, 461. (621) 

Arteriotomy in embolism. D. Pupovac. Wien. klin. 
Wcehnschr., 1915, xxviii, go. 

Sodium citrate in the transfusion of blood. R. WEIL. 
J. Am. M. Ass., 1915, Ixiv, 425. [622] 


| 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Transfusion of blood by the gravitation method. G. 


A. Rueck. Med. Rec., 1915, 1xxxvii, 354. 
Transfusion of blood; some recent observations. T. 
L. Deavor. Am. J. Surg., 1915, xxix, Io. [622] 


Blood and Lymph Vessels 


Experimental traumatic 
Sperimentale, 1915, Ixviii, 8or. 
Popliteal aneurism in a girl; Matas’s restorative opera- 


aneurism. F. NASSETTI. 


tion. J.L.Duntop. Brit. M. J., 1915, i, 329. 
Treatment of aneurism. E. MARAGLIANO. Gazz. d. 


osp. e d. clin., Milano, 1915, xxxvi, 131. 

Double internal jugular vein — high bifurcation of 
common carotid artery. J. W.CHURCHMAN. Ann. Surg., 
Phila., 1915, 235. 

Case of thrombosed varix of the saphenous simulating 
strangulated hernia. Scuwartz. Rev. gén. de clin. et 
de thérap., 1915, Xxix, 197. 

Concerning vasomotor and trophic disturbances of the 
upper extremities; with particular reference to thrombo- 
angiitis obliterans. L. BurRGER. Am. J. M. Sc., 1915, 
cxlix, 210. 

A tube for use in phlebotomy. 
Rec., 1915, Ixxxvii, 313. 

The newer blood-vessel operations: who should do them? 
B. M. BerNHEIM. Interst. M. J., 1915, xxii, 9. 

Histologically non-malignant angioma. T. SHENNAN. 
J. Pathol. & Bacteriol., 1914, xix, 139. 

Disease of the axillary glands. P. DELBERT. 
gén. de clin. et de thérap., 1915, xxix, 163. 

Suppurative glandular tuberculosis simulating typhoid, 
terminating in miliary tuberculosis. H. J. Doo ry. 
Illinois M. J., 1915, xxvii, 104. 


W. SpPrecBerc. Med. 


Rev. 


Case of Hodgkin’s disease. L.C. Roucuiin. Atlanta 
J.-Rec. Med., 1915, lxi, 506. 
Poisons 
Treatment of acute infections. F. G. Dyas. Surg., 


Gynec. & Obst., 1915, Xx, 211. 
Treatment of pyocyaneus infection. 

Berl. klin. Wchnschr., 1915, lii, 271. 
The bactericidal action of human blood in regard to 

streptococci as an indication of their virulence. H. 


ERNST UNGER. 


SCHOTTMULLER and BARFurRTH. Beitr. z. Klin. d. Infek- 
tionskr. u. z. Immunititsforsch., 1914, ili, Nos. 1 
and 2. [623] 


Surgical Therapeutics 


The use and misuse of hexamethylenamine. C. M. 
Rosinson. J. Maine M. Ass., 1915, v, 252. 

Individual dressing of nascent iodine. FFoNzES-DIACON 
and Astruc. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 613. 

Report on the employment of ether in surgical thera- 
peusis. H. F. Watrernouse. Brit. M. J., 1915, i, 233. 

[623 


The action of ether on certain micro-organisms. W. 
W.C. Torrey. Brit. M. J., 1915, i, 237. 


Experience with coagulen. J. HALPERN. Beitr. z. 
klin. Chir., 1915, xcv, 324. [624] 


The intravenous use of colloidal (gelatin) solutions in 
shock. J. J. Hocan. J. Am. M. Ass., 1915, Ixiv, 721. 
[624] 
Pituitrin, its source and clinical uses. L. A. WEsTCOTT. 
Denver M. Times, 1915, xxxiv, 303. 
Treatment of epithelioma with the active principle of 
Jequirity. Camitto Curri. Gazz. d. osp. e d. clin., 
Milano, 1915, xxxvi, 102. 


685 

Electrology 
The fluorescent screen in medicine and in surgery. 
E. A. SmitH. Wis. M. J., 1915, xiii, 354. [624 


Barium sulphate for X-ray intestinal examination. 
A. N. Dorrscuux. Med. Herald, 1915, xxxiv, 50. 

An X-ray director for the removal of foreign bodies in 
tissues. W.I. Bruce. Lancet, Lond., 1915, clxxxviii, 275. 

Experimental use of magnetism for locating needles in 


the tissues. G. H. Monxs. Boston M. & S. J., 1015, 
clxxii, 285. 

X-ray therapy. J. M. Garratt. Buffalo M. J., rors, 
Ixx, 391. 


The localization of foreign bodies by means of the¥X- 
rays. H. Mowat. Brit. M. J., 1915, i, 112. [625] 

Localization of foreign bodies by radioscopy. DeE- 
BIERNE. Presse méd., 1915, XxXili, 60. 

The treatment of trichiasis by means of the X-rays. 
C. Kempster. Brit. M. J., 1915, i, 332. 

Deep réntgen therapy and its application in the treat- 
ment of malignant growths. S.STeRN. Med. Rec., 1915, 
Ixxxvii, 221. [625] 

Operative or réntgen treatment of malignant tumors. 
Norpentorr. Ugesk. f. Leger, Kjgbenh., ro15, Ixxvii, 
241. 

X-rays and their use in the treatment of cancer. J. 
D. McRae. J. Fla. M. Ass., 1915, i, 225. 

Radiotherapy of cancer. A. DODERLEIN. 
f. Gyniik., 1915, xxxix, 185. 

Present status of radiotherapy of cancer abroad. ANGEL 
Putipo Martin. Siglo med., 1915, Ixii, 162. 

Uniformity in dosage of radium examination. 
SCHIEFFELIN. 


Zentralbl. 


W. Jj. 


Chicago M. Recorder, 1915, xxxvii, 106. 


The relation of radium to surgery. D. T. QuIGLEY. 
Med. Herald, 1915, xxxiv, 5. {626} 
Radium therapy in malignant tumors. BARcAT. 
Strahlentherap., 1914, v, No. 1. [626] 


Report on the radium treatment at the Royal Infirmary, 
Edinburgh, during the year 1914. D. Turner. Brit. 
M. J., 1915, i 1, 373- 

A report of the work carried out at the radium institute, 


London, in 1914. A. E. H. Prncu. Brit. M. J., 1015, 
i, 367. 
Treatment with thorium x. FicHeRA SALVATORE. 


Riforma méd., 
Diathermy; 
surgery. E. 
xix, 282. 
Treatment of suppurating wounds with ultraviolet rays. 
Aucust Mayer. Med. Klin., Berl., 1915, xi, 208. 


IQI5, XXXi, OI. 
its production and use in medicine and 
P. Cumpersatcu Arch. Roéntg. Ray, 1915, 


Military Surgery 

Gunshot wounds of the head. 
Lond., 1915, clxxxvili, 350. 

Injuries of the eye by bullets during the war. G. F. 
Cosmetratos. Arch. f. Augenh., 1915, Ixxviii, 120. 

War injuries of the ear and upper air passages. ALFRED 


V. Horsey. Lancet, 


Denker. Arch. f.Ohren-, Nasen-, u. Kehlkopfheilk., rors, 
XCViii, 1 

War injuries of the larynx and vagus nerve. O. K6r- 
NER. Ztschr. f. Ohrenh., 1915, Ixxii, 125. 

Bullet in the posterior wall of the pharynx. J. L. 


Faure. Bull. et mém. Soc. de chir. de Par., 1915, xli, 649. 


Case of a bullet which entered at the angle of the left 
eye and lodged in front of the third cervical — 
extraction through the pharynx. L. 
mém. Soc. de chir. de Par., 1915, xli, 650. 

Injuries of the jaw in the present war; their treatment. 
J. STEINKAMM. 


Piceuvk. Bull. 


Prag. med. Wchnschr., 1915, xl, 72. 


. i 
| 


686 


Functional impotence of the trapezius as the result of a 
gunshot injury of the supraclavicular region. [E. MicHon. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 652. 

Gunshot injury of periphery of thorax. MARIAN 
Marescu. Wien. klin. Wchnschr., xxviii, 208. 

Penetrating wounds of the thorax in military surgery. 
Dupont and KENprrpjy. Bull. et mém. Soc. de chir. de 
Par., 1915; 720. 

Extraction of shell from the posterior mediastinum. 
Le Finuiatre. Bull. et mém. Soc. de chir., de Par., 
1915, xli, 528. 

The treatment of stab and gunshot wounds of the 
lungs. RispsAmMeN. Beitr. z. klin. Chir., 1914, xciii, 
647. (626) 


Gangrene of the lung after gunshot injuries. EMIL 
Harm. Wien. klin. Wehnschr., 1915, xxviii, 232. 
Unusual vessel changes after gunshot injuries. FRIED- 


ERICH NEUGEBAUER. ‘Zentralbl. f. Chir., 1915, xlii, 145. 

Control of hamorrhage on the battlefield. W1eEt1or- 
owskI. Berl. klin. Wchnschr., 1915, lii, 289. 

Treatment of injuries of the abdomen in ambulances at 
the front. Tu. Turrier. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 603. 

Gunshot wounds of the intestines. 
ville J. M. & S., 1915, cix, 9. 

Injuries to the bowel from shell and bullet wounds. P. 
L. Mummery. Proc. Roy. Soc. Med., 1914, viii, Surg. 
Sect., 8. [626| 

A note on the treatment of gunshot wounds of the femur. 
C. WaLLAcE. Lancet, Lond., 1915, clxxxviii, 323. 

Orthopedic principles in the treatment of the wounded. 
A. Ritscut. Med. Klin., Berl., 1915, xi, 125. [627] 

Behavior of fascia flaps transplanted in operations on 
gunshot injuries of nerves. L. Krepet. Zentralbl. f. 
Chir., 1915, xlii, 201. 

Localization of projectiles. FRANCIS MENUET. 
Acad. de méd., Par., 1915, Ixxili, 317. 

The X-ray work at the first western base hospital. 
C. T. Hottanp. Arch. Réntg. Ray, 1915, xix, 307. 

The monoscope: an apparatus for locating fragments of 
projectiles and organic lesions in the human body. FEtrx 
Garricou. J. d. prat., 1915, xxix, 107. 

Searching for projectiles under the radioscopic screen. 
J. L. Faure. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 548. 

Extraction of fragments of grenades by means of the 


ENDERLEN. Nash- 


Bull. 


INTERNATIONAL ABSTRACT OF SURGERY 


Radiography in cases where bullets have not penetrated 
or have been discharged spontaneously. Hrnri Tous- 
SAINT. Bull. et mém. Soc. de chir. de Par., 1915, xli, 631. 

Removal of projectiles under the radioscopic screen. 
Tremor. Bull. et mém. Soc. de chir. de Par., 1915, xli 
500. 

Operative removal of bullets and fragments of grenades 
with special reference to the use of the electromagnet. 
Von Hormerster. Beitr. z. klin. Chir., 1915, xcvi, 1606. 

Diagnosis of complicated gunshot injuries. E. GLaAss. 
Deutsche med. Wchnschr., 1915, xli, 401. 

Gaseous gangrene and gangrenous infections; their 
treatment in an ambulance at the front. E. DELANGLADE 
and J. GATELLIER. Bull. et. mém. Soc. de chir. de Par., 
1915, xli, 683. 

Treatment of gangrenous and phlegmonous wounds with 
artificial gastric juice by Freund’s method. FuNKE. 
Med. Klin., Berl., 1915, xi, 208. 

Notes and comments on some cases of wounded men 
from the front. L. A. PARRY. Guy’s Hosp. Gaz., 1915, 
5. [627] 

Explosive effect of jacketed bullets. AuGusT FISCHER. 
Deutsche med. Wchnschr., 1915, xli, 367. 

Gunshot and shell wounds. P.C. FAUNTLEROY. Med. 
Rec., 1914, Ixxxvi, 1035. [627] 

Gunshot injuries in war. WANIETSCHEK. Prag. med. 
Wchnschr., 1915, xl, 82. 

Injuries by dumdum bullets. Med. Klin., 
Berl., 1915, xi, 265. 

Military surgery. DEPAGE. 
chir. de Par., 1915, xli, 697. 

Contribution to military surgery. 
Prag. med. Wchnschr., 1915, xl, 85. 

Work of an European war surgeon. 
J.-Lancet, 1915, XXXV, 70. 

Military experiences of a consulting surgeon. L. 
Renn. Beitr. z. klin. Chir., 1915, xevi, 116. [628] 

Military surgery during the first four months of the 
war. J. Vorcut. Med. Klin., Berl., 1915, xi, 272. 

Suggestion for field emergency case. P. C. FAUNTLEROY. 
Mil. Surgeon, 1915, xxxvi, 138. 

Experience in a field hospital. HerMANN K. BARREN- 
SCHEEN. Mil.-arztl. Ztg., 1915, xlix, 59. 

A field hospital in Belgium. J. H. Beavis and H. S. 
Souttrar. Brit. M. J., 1915, i, 64. [629| 

Organization of the surgical service in an army corps 
at the front. FERRATON. Bull. et mém. Soc. de chir. 
de Par., 1915, xli, 616. 


THOLE. 
Bull. et mém. Soc. de 
ANTON GARKISCH. 


O. A. OREDSON. 


GYNECOLOGY 


electromagnet. A. Tretze. Zentralbl. f. Chir., 1915, 
xlii, 1209. 
Uterus 
Operations for laceration of the cervix uteri. H. F. 
Lewis. Illinois M. J., 1915, xxvii, 115. [639] 


Cases of cancer of the uterus treated with réntgen rays 
by Bumm’s method. A. G. Lauritzen. Ugesk. 
Leger, Kjobenh., 1915, Ixxvii, 255. 

Specimen of carcinoma of the uterus four months after 
ligation of the hypogastric artery. Fricyrsi. Zentralbl. 

Gynik., 1914, Xxxviii, 817. 

Roéntgen and radium treatment of ¢ 
uterus. H. Furs and EBever. 
1915, XXXiX, 217. 


care “ex of the 
Zentralbl. f. Gyniik., 


The morphology and histogenesis of 
uterine neoplasms. L. W. Stronc. Am. J. Obst., N. Y., 
1915, Ixxi, 230. 

Tendency toward conservative operation for myoma 
of the uterus. Fatcowsk1. Gyniik. Rundschau, 1014, 
viii, 351. [639] 

The treatment of fibromyomata uteri, whether surgery 
or radiotherapy. S. E. Tracy. Penn. M. J., 1915, xviil, 
353- [639| 

Pituitary extract in uterine bleeding; report of cases. 
A. Jacopy. Med. Rec., 1915, Ixxxvii, 226. 

B. A. Mc- 


Hemorrhage from non-pregnant uterus. 
Clinique, Chicago, 1915, xxxvi, 60. 


BURNEY. 


4 


The atropin treatment of dysmenorrhoea. E. Novak. 
J. Am. M. Ass., 1915, lxiv, 120. [639] 

The use of citric salts in congestive dysmenorrhcea; 
the relation of the latter to the vagotonic state. B. L. 
Spitzic. J. Am. M. Ass., 1915, lxiv, 733. [640] 

Anatomical study of the normal and pathological 
physiology of the menstrual cycle. Rosert SCHRODER. 
Arch. f. Gynik., 1915, civ, 27. 

Bacteriological examination of blood after curettage. 
P. Tueopor. Beitr. z. Klin. d. Infektionskr. u. z. Im- 
munitiitsforsch., 1914, iii, 337. [640] 

Tuberculosis of the uterus and tubes; total extirpation. 
Von Kusinyt. Zentralbl. f. Gyniik., 1914, xxxviii, 811. 

Some of the malformations of the uterus and vagina; 
a report of a case of one of the rarest forms. R.C. Dorr. 
Southwest J. M. & S., 1915, xxiii, 7. [640] 

A few notes on the treatment of anteposed uteri. H. 
T. Hutcuincs. Boston M. & S. J., 1915, clxxii, 18. [641] 

Intra-abdominal dynamics and the mechanical prin- 
ciples involved in the cause of backward and downward 
displacements of the uterus. G.H. Nose. Surg., Gynec. 


& Obst., 1915, xx, 45. [641] 
Inversion of the uterus. W. O. RosBerts. Internat. 
J. Surg., 1915, xxviii, 33. [642] 


Treatment of prolapse of the uterus by the Schauta- 
Wertheim operation. R. CARNELLI. Ginecologia, 1914, 
X, 737- 643 

Plastic surgery in procidentia. F. W. DuckErRING. 
Boston M. & S. J., 1915, clxxii, 292. 

Anesthetization of the uterus. E. Kraus. Miinchen. 
med. Wcehnschr., 1914, Ixi, 1515. [643] 

The pharmacology and physiology of the excised human 
uterus. C. C. Lies. Am. J. Obst., N. Y., 1915, Ixxi, 
209. [643] 

Hysterectomy from the viewpoint of the general sur- 
geon. W. D. Harnes. Lancet-Clin., 1915, cxili, 41. [644] 

The temperature range after supravaginal hysterectomy 
for myofibromata. I. S. STONE. Surg., Gynec. & Obst., 
IQI5, XX, 181. [644| 


Adnexal and Periuterine Conditions 


Fibroma of the ovary with cystic degeneration. L. 
ALBERT. Frauenarzt, XXX, 70. 

Autoplastic ovarian transplantation. J. H. Narrrass. 
Med. J. Austral., rors, i, 40. [644] 

Plastic operation on the mouth of the fallopian tube. 
E. LOHNBERG. Monatschr. f. Geburtsh. u. Gynik., 1915, 
xli, 62. [645] 

Diathermia in the treatment of diseases of the adnexa. 
S. REcAsens. Monatschr. f. Geburtsh. u. Gyniik., 1915, 
xli, 130. 


BIBLIOGRAPHY OF CURRENT LITERATURE 687 


Operative treatment of inflammatory diseases of the 
adnexa and their relation to peritonitis. AMBERGER. 


Beitr. z. klin. Chir., 1915, xcv, 272. [645] 
Surgery of the pus tubes. R. T. Fercuson. J. So. 
Car. M. Ass., 1915, Xi, 41. [646] 
Pelvic inflammation. F. A. L. Lockuarr. Canad. 
M. Ass. J., 1915, v, 8. [646] 


External Genitalia 


Radium and its efficacy in cancer of the vulva. T. 
OLIveR. Lancet, Lond. » 1915, clxxxviii, 272. [646] 

Statistics of primary carcinoma of the vulva. G. 
CATTANEO. Ann. di ostét. e ginec., 1915, xxxvii, 27. 

Pendulous fibroma of the labium majus. ANTONIO 
PonzIAn. Ann. di ostét. e ginec., 1915, XXXvii, T. 

Report of fusiform bacillus as found in the vagina. 
G. T. Horne. J. M. Ass. Ga., rors, iv, 208. [646] 

Heematometra and unilateral hematosalpinx from im- 
perforate vagina. Lucren Picque. Bull. et. mém. Soc. 
de chir. de Par., rors, xli, 

The lateral repair of a lateral tear of the perineum. 
W.R. Davies. Penn. M. J., 1915, Xviii, 345. 

Some desultory personal observations on perineorrhaphy 
puerperal septicemia and pain. J. M. Massorr. Med. 
Rec., 1915, Ixxxvii, 308. 


Miscellaneous 


Experience and results at the Réntgen Institute of 
the University Gynecological Clinic, Bern. Hans Guc- 
GISBERG. Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 257, 208. 

Relation of tubercular infections to gynecological affec- 
tions. A. J. BurNer. Illinois M. J., 1915, xxvii, 92. [646] 

Aids to diagnosis in pelvic inflammations in women. 
A. E. Scuwerrzer. J. Indiana St. M. Ass., 1915, viii, 63. 

The phenol-serum treatment of pyogenic processes in 
gynecology. O. Geicer. Beitr. z. Klin. d. Infektionskr. 
u. z. Immunitiitsforsch., ror4, iii, 245. [647] 

Menstrual conditions after gynecological operations. 
F. Zentralbl. f. Gynik., 1915, xxxix, 129. 

Anomalies of the roe thy genital organs in legal medicine. 
Martua Rusen. Gynik. Rundschau, ix, 40. 

irritability in women. W. H. Cary. Am. J. 
Obst., Y., 1085, Ixxi, 250. 

Div athe and other urinary pockets of the female 
urethra. Max JARECKI. Ztschr. urol. Chir., 1915, 
ili, 241. 

Urinary incontinence in women. R. CADWALLADER. 
Surg., Gynec. & Obst., 1915, xx, 240. 

Gynecological operations upon the insane. G. Gibson. 

Y. M. J., 1915, ci, 293. 


OBSTETRICS 


Pregnancy and Its Complications 


A case of abdominal pregnancy. G. EK. BENNINGHOFE. 
Internat. J. Surg., 1915, xxviii, 50. [648] 

Ovarian pregnancy. A. E. Gives and C. Lockyer. 
Proc. Roy. Soc. Med., 1914, viii, Obst. & Gynec. Sect., 
Io. [648] 

Ectopic pregnancy. F.H.DaAmMascu. Med. Sentinel, 
IQI5, Xxili, 2036. 


Unilateral pregnancy in a bicornuate uterus. VAL 
Lucas. Wien. med. Wchnschr., lxv, 521. 

Ectopic pregnancy, twice in the same patient within 
five months. R.J.E.Open. J. Mich. St. M. Soc., 1915, 
xiv, 104. 

Ectopic gestation of fourteen years’ duration. E. B. 
Brooke. South African M. Rec., 1915, xiii, 27. 

Early death from hemorrhage due to ruptured ectopic 
tube. T. J. Lyncu. Med. Herald, 1915, xxxiv, 9. 


‘i 
i 
4 


688 


Extra-uterine pregnancy. Benzo Hapa. Monatschr 
f. Geburtsh. u. Gynik., 1915, xli, 198. 

The emergencies of extra-uterine pregnancy at the 
Boston City Hospital. E. B. Younc. Boston M. & S. 
J., 1915, clxxii, 131. [648] 

Some cases of simultaneous extra- and intra-uterine 
pregnancy. Oxar TANDBERG. Norsk. Mag. f. Lege- 
vidensk., 1915, Ixxvi, 317. 

A plea for a more consistent endeavor to diagnose tubal 
pregnancy before rupture. J. J. Mason. Am. J. Obst., 
N. Y., ror5, Ixxi, 257. 

Placenta previa; its etiology, pathology, and diagnosis. 
B. H. Gray. Virg. M. Semi-Month., 1915, xix, 521. 

Foetal heart sounds in placenta previa. G. BAUGH- 
MAN. Am. J. Obst., N. Y., 1915, Ixxi, 253. 


Treatment of placenta previa. J. F. Winn. Virg. M. 
Semi-Month., 1915, xix, 525. 
Treatment of placenta previa. C.H.Srratrz. Ztschr. 


f. Geburtsh. u. Gyniik., 1915, Ixxvi, 713. ; 
Pituitary extract in marginal placenta previa. J. 


GARDINER. Surg., Gynec. & Obst., 1915, xx, 84. 
Hysterotomy for central placenta previa. FEKETE. 
Zentralbl. f. Gynik., 1914, xxxviii, 805. [649] 


The bacteriologic ‘examination of the urine in a case of 
eclampsia. G. F. Dick and G.R. Dick. J. Am. M. Ass., 
1915, Ixiv, 145. [649] 

The sugar content of the blood in eclampsia. J. WIDEN. 
Monatschr. f. Geburtsh. u. Gyniik., 1915, xli, 130. 

The eclampsia cases of the Heidelberg Gynecological 
Clinic, 1902-1912. PAut Mayer. Wien. klin. Rund- 
schau, 1915, Xxix, 506. 


Pregnancy toxemias; their etiology and treatment. 


J. J. Hocan. Calif. St. J. Med., 1915, xiii, 50. [650] 
Indications for cesarean section. H. A. MILLER. 
Penn. M. J., 1915, _ 204. [650] 
poem section. E. P. Davis. Penn. M. J., 1915, 
xviii, [651] 


Three. cases of extraperitoneal cesarean section. G. 
GELLHORN. J. Am. M. Ass., 1915, lxiv, 196. 

The total extirpation of the uterus to replace caesarean 
section in infected cases. S. RecAsENs. Zentralbl. f 
Gynik., 1914, xxxviii, 1265. [651] 

Bacteriological content of the foetus in abortion and 
premature delivery. W. BArFurtH. Beitr. z. Klin. d. 
Infektionskr. u. z. Immunitiitsforsch., 1914, iii, 327. [652] 

652 

Abortion with special reference to its medicolegal as- 

pects. W. GrtLespre. Lancet-Clin., 1915, cxiii, 97. 


Febrile abortion. O. Horune. Jahresk. f. 
Fortbild., 1914, v, 18. [652] 

Therapeutic abortion; indications and methods of 
procedure. S. J. GoopMan. Ohio St. M. J., 1915, xi, 
92. 


Pregnancy and pulmonary tuberculosis. CATHERINE 


Van TusseNBROEK. Nederl. Tijdschr. v. Geneesk., 
1915, l, 233. 
hemorrhage. T. G. STEVENS. Clin. J., 


1915, xliv, [653] 

and pregnancy; cesarean section; Wertheim’s 
operation. BErRECZz. Zentralbl. f. Gynik., 1914, xxxviii, 
804. [654] 

, ao heterotopic implantation of the ovum in 
myoma of the uterus and retrodeviation of the uterus 
caused by it. J. Lance. Zentralbl. f. Gynik., ro15, 
XXXiX, 201. 


Ruptured appendix at full-term pregnancy. C. J. WAL- 
Lace. J. Am. M. Ass., 1915, lxiv, 739. 
Epilepsy and pregnancy. Cart Meyer. Arch. f. 


Psychiat., 1915, lv, 597. 


INTERNATIONAL ABSTRACT OF SURGERY 


Kidney function in normal and pathological pregnancy. 
Jonas. Miinchen. med. Wchnschr., 1914, Ixi, 1405. 

Symmetrical cortical necrosis of the kidney in pregnancy. 
E. E. Gitynn and H. Briccs. J. Pathol. & Bacteriol., 
IQI5, Xix, 321. 

Etiology of chorea gravidarum. H.ALBRECHT. Ztschr. 
f. Geburtsh. u. Gynik., 1915, Ixxvi, 677. 

Pyelitis gravidarum. “4 BAUEREISEN. Jahresk. _f. 
arztl. Fortbild. 27. 

Better obstetrics. H. D. Farr. 
IQI5, Vili, 67. 


J. Indiana St. M. Ass., 


Labor and Its Complications 


Dilatation of the cervix by means of bags. 
LA VAKE. J.-Lancet, 1915, xxxv, 94. 

The treatment of the second degree of pelvic con- 
traction. H. Jertetr. Surg., Gynec. & Obst., 1915, xx, 
158. 

A case of complete rupture of uterus during labor. F.P. 
Foucue. South African M. Rec., 1915, xiii, 20. 

The management of occipitoposterior presentations. 


J. F. Ranken. N.Am. J. Homeeop., 1915, xxx, 19. [654] 
Dystocia due to fixation of the isthmus. V. CATHALA. 
Bull. Soc. d’obst. et de gynec., Par., 1914, iii, 396. [655] 
Rapidly growing fibroid causing dystocia. ALBERTO 
Cuveco. Semaine méd., 1915, xxii, 1. 
Painless childbirth; normal versus artificial. M. W. 
McDurri. N. Am. J. Homceop., 1915, xxx, I. [655] 


A new method of painless childbirth. A. M. Hetrman. 
Am. J. Obst., N. Y., 1915, Ixxi, 249. 
Painless childbirth in France; a note on the use of 
tocanalgine. A. M. HELLMAN. Am. J. Surg., 1915, asi 
6 


Twilight sleep in the home. 
1915, Ixxxvii, 146. 

A study of twilight sleep. J. O. Porakx. 
1915, Ci, 289. 


K. F. Junor. Med. Rec., 


Diimmerschlaf. J. M. Wetts. Eclect. M. J., 1915, 
Ixxv, 69. 
Diimmerschlaf (twilight sleep). 


S. J. SCADRON. 
Interst. M. J., 1915, xxii, 16. [655] 


Twilight sleep in obstetrics. G. L. BropHEAD. Post- 
Graduate, 1915, xxx, 87. 

Scopolamine amnesiainlabor. J.T.Smiru, Jr. Cleve- 
land M. J., 1915, xiv, 43. [656] 

The use of scopolamine in labor. A. J. Roncy. Am. 
Med., 1915, xX, 45. [656] 

Puerperium and Its Complications 

Puerperal eclampsia. C.E. Purstow. Lancet, Lond., 
1915, clxxxviii, 309. [658] 

The surgical treatment of puerperal sepsis. R. P. 


McReynotps. South. Calif. Pract., 1915, xxx, 45. 
Puerperal infection of wounds in the light of recent 
research. M. HENKEL. Reichs-Med.-Anz., 1914, xxxix, 
17 [658] 
Etiology of puerperal infection. H. D. Bisnop. J. 
Am. Inst. Homeeop., 1915, vii, 912. 
Retention of placenta and puerperal fever. G. WINTER. 
Monatschr. f. Geburtsh. u. Gynik., 1915, xli, 56. [658] 
Puerperal fever and treatment of febrile abortion. M. 
HENKEL. Virchow’s Arch. f. path. Anat., etc., Berl., 1914, 
ccxvi, 361. [659] 
The treatment of beginning puerperal disease with hot 
vaginal irrigations. W. W. STROGANOFF. Vv. 


Med., St. Petersb., 1914, viii, 513. 
Gangrene of the limbs during the puerperium. C. 555) 
(6 


Cumston. Am. J. Obst., N. Y., 1915, Ixxi, 53. 


»52| 
| 
| 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Miscellaneous 


Diagnosis of pregnancy in the early stages and study of 
the diagnostic value of the skin reaction in pregnancy. 
R. Espen. Prag. med. Wchnschr., 1914, xxxix, 301. [660] 

Diagnosis of pregnancy by Abderhalden’s method; its 


application in legal medicine. H.Wetscu. Ann. d’hyg., 
Par., 1914, Xxi, 497. [660] 
The serum test for pregnancy. J. KETCHAM. 


J. Indiana St. M. Ass., rors, viii, 71. 

Diagnostic value of the Te content of the blood 
serum. T. CuHotzeN. Ztschr. f. Geburtsh. u. Gynik., 
1915, Ixxvi, 850. 

The blood-pressure during pregnancy, based on observa- 
tions on 450 cases from the records of the committee in 
charge of the prenatal work carried on by the Women’s 
Municipal League of Boston. F.S. J. Am. M. 
Ass., 1915, lxiv, 393. 

Acidosis and the nitrogen partition in pregnancy. H. L. 
Murray. Brit. M. J., rots, i, 151. [660] 

Causes of morbidity and mortality in the industrial 
parturient woman and measures for improv ement. E. E. 
MontcoMery. Med. Rev. Revs., 1915, xxi, 88. 

The influence of lactation upon restitution of the thymus 
after pregnancy. B.Gartano. Zentralbl. f. allg. Pathol., 
1914, xxv, No. 22. [660 

Chorio-angiomata. 


O. Nesesky. Monatschr. f. Ge- 


burtsh. u. Gyniik., ro14, xl, 42. [660] 
Relative insufliciency of the placenta, ANTONIO 
RweELta. Ann. di ostét. e ginec., 1915, xxxvii, 44. 


Artificial fertilization in human beings. L. Procnow- 
nick. Zentralbl. f. Gynik., 1915, xxxix, 145. 
A case of very large varix of the umbilical cord. Gust. 


Bocer. Gynik. Rundschau, 1015, ix, 61. 
Obstetrics. W.Storcker. Jahresk. f. arztl. Fortbild., 
1914, V, 3. [661] 


689 


Indications and contra-indications for hypophysis prepa- 
rations in obstetrics. E. Voct. Ztschr. f. Geburtsh. u. 
Gynik., 1915, Ixxvi, 746. 

Indications and contra-indications for extract of hy- 
pophysis in obstetrics. P. Gatti. Gynik. Rundschau, 
1914, viii, 394. (661) 

Some questions in obstetrics and gynecology; strengthen- 
ing the pains during labor; radium and réntgen treatment 
in gynecology; treatment of myomata. K. J. Bucura. 
Wien. med. Wchnschr., 1914, lxiv, 1588. [661] 

The endowment of motherhood. J. F. Moran. J. 
Am. M. Ass., 1915, lxiv, 122. 

Cause of icterus neonatorum. T. HEYNEMANN. 
f. Geburtsh. u. Gynik., 1915, lxxvi, 788. 

Progress in obstetrics. A. H. Morse. 
Med., 1915, xiii, 21. 

Notes from the German Obstetrical Clinics. 
BERG. J.-Lancet, 1915, XXXv, 27. 

Lighting in obstetrical operations in private houses. 
K. Neuwirtu. Med. Klin., Berl., 1914, x, 1061. 

Determining whether twins have developed from one 
or two ova before and during labor. F. AHLFELD. Mo- 
natschr. f. Geburtsh. u. Gyniik., 1915, xli, 110. 

Hemorrhagic disease of the "newborn. J. M. Brapy. 
J. Mo. St. M. Ass., rors, xii, 21. 

Bilateral congenital caput obstipum. A. H. Morse. 
Surg., Gynec. & Obst., 1915, xx, 74. [662] 

Child with tooth erupted at birth. E. B. Gunson. 
Proc. Roy. Soc. Med., 1914, viii, Sect. Dis. Child., 1. [662] 

Care and feeding of incubator babies. C. G. GruLEE, 
Surg., Gynec. & Obst., 1915, xx, 234. (662) 

Caring for premature infants. G. T. St. GrINNAN. 
Virg. M. Semi-Month., 1915, xix, 528. 

The relation between loss of weight and rise of tem- 


Ztschr. 
Calif. St. J. 


J. Litzen- 


GENITO-URINARY SURGERY 


Kidney and Ureter 


Experimental study of the suprarenal glands. 
Crowe and G. B. WisLock1. 


Ss. J. 
Beitr. z. klin. Chir., 1914, 


xcv, 8. [663] 
Movable kidney. W. V. Simon. Ztschr. f. Urol., 
1914, Viii, 609. [663] 
A new operation for movable kidney. G.S.THompson. 


Med. J. Austral., 1915, i, 168. [663] 

Malformations of the kidney from a surgical standpoint. 
Ernar Key. Nord. med. Ark., Stockholm, 1914, xlvii, 
No. 7. 

Renal infection; a further experimental study of its 
relation to impaired ~~ function. W. H. BARBER 
and J. W. Draper. J. Am. M. Ass., 1915, lxiv, 205. [664] 

Gonorrhceal renal infections. F. B. Hoover. Interst. 
M. J., 1915, xxii, 163. 

Etiology of some forms of renal hemorrhage, usually 
called either ‘“‘essential hematuria” or “renal varix.” 
O. S. FowLer. Denver M. Times, 1915, xxxiv, 208. 

Unilateral hematuria from cresol intoxication cured by 


decapsulation. Exs. Miinchen. med. Wchnschr., 1915, 

lxii, 867 
Hematogenous kidney infections. G. MacGowan. 
M. Ass., 1915, lxiv, 226. 664 


perature in the newborn — hunger fever. A. MAyEr. 
Arch. f. Gynik., 1915, civ, 159. 

Sarcoma of kidney. J. M. Proctor. South. M. J., 
1915, Vili, 36. [664] 


Sarcomata of the kidney capsule. E. RriesTEerREr. 
Med. Blitter, 1915, xxxvii, 17. 

Dermoids of the kidney. J. F. 
Gynec. & Obst., 1915, xx, 219. 

The prognosis and treatment of acute nephritis. J. 
Puiturrs. Cleveland M. J., 1915, xiv, 81. 

Primary localization and mode of extension of the tuber- 
culous process in chronic hematogenous kidney tuber- 
culosis. G. E a. Nord. med. Ark., Stockholm, 
1914, xlvii, No. 

Tuberculosis of the kidney; hypertrophied prostate and 
twilight sleep. H. H. Morton. Med. Times, 1015, 
xliii, 47. 

Tuberculosis of horseshoe kidney. V. 
L. THEveNnoT. Lyon chir., 1914, xii, ror. 
The silence of renal tuberculosis. 

Surg., Gynec. & Obst., 1915, xx, 216. 

Nephrectomy for kidney tuberculosis. F. 
Ztschr. f. Urol., 1914, viii, 446. 

Surgical kidney and life expectation. 
Urol. & Cutan. Rev., 1915, xix, 81. 

Kidney operations in bilateral kidney disease. L. 
Casper. Ztschr. f. Urol., 1914, viii, 546. [665 


BALpwIN. Surg., 


Rocuet and 
G. S. Gorpvon. 
Kipp. 


[665] 
J. A. Patton. 


| | 


690 INTERNATIONAL ABSTRACT OF SURGERY 


Clinical significance of recent methods of testing kidney 
function. R. BAveR and W. von Nyiret. Ztschr. f. 
Urol., 1915, ix, 81. 

Experiences with the phenolsulphonephthalein method 
of testing the function of the kidney. O. Hess. Bull. 
Johns Hopkins Hosp., 1915, xxvi, 52. 

Two and a half years’ experience with the phenol- 
sulphonephthalein test. S. Locan. N. Orl. M. & S. 
J., 1915, Ixvii, 686. 

Renal function in conjunction with ureteral catheteriza- 
tion. W.R. Barron. J. So. Car. M. Ass., 1915, xi, 48. 

Separate renal function; observations as determined by 
the ureteral catheter and phenolsulphonephthalein. G. 
G. Smitu. J. Am. M. Ass., rors, Ixiv, 223. [666] 

The determination of functional activity of the kidney 
without ureteral catheterization. F. Grurets. Med. 
J. Austral., 1915, i, 141. [666] 

Value of pyelography in diagnosis of some urinary 
affections, particularly movable kidney. C. Gayet and 


J. pe Beavjyev. Lyon chir., 1914, xii, 113. [666] 
Indications and limitations of pyelography. L. Casper. 
Berl. klin. Wchnschr., 1914, li, 1250. [667] 
Value and danger of pyelography. L. Srvon. Beitr. 
z. klin. Chir., 1915, xcv, 297. [667] 


A case of hypoplastic pelvic kidney with stone in the 
dilated kidney pelvis. C. ScuramM. Ztschr. f. urol. 
Chir., 1915, iii, 201. 

Occult hemorrhage of the kidney pelvis. H. E1ca- 
Horst. Centralbl. f. innere Med., 1915, xxxvi, 177. 

Pyelitis. B.R.McGrata. Am. J. Urol., 1915, xi, 68. 

Treatment of pyelitis. MicHon. Gazz. d. osp. e d 
clin., Milano, 1915, xxxvi, 117. 

Ureteral calculi. G. N. J. Sommer. J. M. Soc. N. 
J., 1915, xii, 53. 

Stone in right ureter simulating appendicitis. A. M. 
Witus. Old Dominion J., 1915, xx, 63. 

Three cases of cystic dilatation of the vesical end of the 
ureter. M. RoseNBERG. Ztschr. f. urol. Chir., 1915, 
iii, 165. 

Ureteral defect repaired with loop of intestines. J. H. 
Barpat. Calif. St. J. Med., 1915, xiii, 70. 

Report of a case of ureterocystostomy. R. PETERSON. 
J. Mich. St. M. Soc., 1914, xiii, 708. 668 


Bladder, Urethra, and Penis 
Cystinuria and cystinous lithiasis. M. Brnorst. 


Am. J. Urol., 1915, xi, 43. [668] 
Some advantages of litholapaxy over lithotomy. R. 
Pearse. Canad. Pract. & Rev., 1915, x = 10. [668] 


Soft tumor of the urinary bladder. . G. BALLENGER 
and O. F. Etper. J. Am. M. Ass., uae ‘Ixiv, 580. 

Experiences with the high-frequency current in vesical 
tumors. A. Hyman. Urol. & Cutan. Rev., 1915, xix, 61. 

Treatment of bladder papillomata by thermocoagulation. 
G. Van Hovutum. Nederl. Tijdschr. v. Geneesk., 1915, 
1,7 19. 

Papilloma and primary simple ulcer of the bladder. 
. Serr. Internat. J. Surg., 1914, xxvii, 403. [668] 

‘Radium in cancer of the bladder. W. Ayres. N. ¥. 
M. J., 1915, Cl, 345. 

Bladder diverticulum, with discussion of a case of con- 
genital diverticulum cured by operation. M. Fiscuer. 
Ztschr. f. urol. Chir., 1915, iii, 183. 

Some observations upon diverticulum of the bladder. 
H. Casor. Boston M. & S. J., 1915, clxxii, 300. 

Operation and cure in a case of diverticulum of the 
bladder. C. V. ZerBINI. Semaine méd., tor5, xxii, 213. 

Hernia of the urinary bladder. W. O. Roberts. 
Louisville Month. J., 1915, xxi, 260. [669| 


A combination cystoscope; examining direct catheteriz- 
ing, indirect catheterizing and operating. L. THompson. 
Am. J. Urol., 1915, xi, 51. 

Concerning certain problems in urethrovesical diagnosis 
and treatment; description of a new instrument. L. 
BuERGER. Am. J. Surg., 1915, xxix, 54. 

Urethral stricture; cure preceded by suprapubic cystot- 
omy. C. E. Barnett. Urol. & Cutan. Rev., 1915, xix, 
68. [669] 

Treatment of urethral stricture by excision. R. H. 
RusseEtt. Brit. J. Surg., 1914, ii, 

The treatment of urethral ‘stricture. R. PEARSE. 
Canad. Pract. & Rev., 1915, xl, 62. 

A report of three cases of fibrosclerosis of the penis 
treated by réntgenization without improvement. C. A. 
Waters and J. A. C. Cotston. Surg., Gynec. & coal 


IQI5, XX, 41. 669) 
The endoscopic treatment of nocturnal pollutions. 
A. Ranpaty. J. Am. M. Ass., rors, lxiv, 48. [670] 


Genital Organs 


Some experimental work on the circulation of the 
testicle. H.B.Grssner. South. M. J., 1915, viii, 132. 

A case of torsion of the testicle; reposition. A. ’PRAG. 
Nord. med. Ark., Stockholm, 1914, xlvii, No. 6. 

The treatment of undescended testis; some suggestions 
and modifications in the surgical technique. J. A. 
Wo rer. Surg., Gynec. & Obst., 1915, xx, 228. 

Sarcoma of testicle. R. Brown. South. Calif. Pract., 
IQI5, XXX, 40. 670 

Abnormalities of the endocrine functions of the gonads 
inthemale. L.F. BARKER. Am. J. M.Sc., 1915, 


—— of the epididymis and testicle. H.H. Morton. 
N. Y J., 2925, ct, 270. 
in colon epididymitis. W. S. ReyNo.ps. 


Urol. & Cutan. Rev., 1915, xix, 69. [671] 
Surgical treatment of acute epididymitis. O. Lyons. 
Denver M. Times, 1915, xxxiv, 295. ‘ 


Antiperistalsis of the vas deferens. C. LoMMEL. 
Ztschr. f. urol. Chir., 1915, iii, 214. 

A new incision for varicocele operation when the scrotum 
is to be amputated. E. G. BALLENGER and O. F. ELper. 
Med. Rec., 1915, Ixxxvii, 355 

Sterilization of the unfit by vasectomy. A. E. GaL- 
LANT. Med. Times, 1915, xliii, 38. 

A case of calculus in the vesicula seminales in a man 
with enlarged prostate. IE. M. Corner. Med. Press & 
Circ., 1915, XCix, 134. 

Spontaneous rupture of a hematocele of the tunica 
vaginalis. F. J. F. BArrinGTon. Brit. J. Surg., 1915, 


H, 398. 
Drainage of the seminal vesicles. J. B. Squier. N. Y. 
M. J., 1915, Ci, 333. 
Surgery of the seminal vesicles. E. Futter. Med. 
Rec., 1915, Ixxxvii, 134. [672] 


Studies of the normal and pathological anatomy of 
the prostate with special reference to the so- -called 
prostatic hypertrophy. B. Hapa. Folia urol., 1915, 
1x, 67: 

The gross anatomy of the human prostate gland and 
contiguous structures. O. $. LowsLtEy. Surg., Gynec. 
& Obst., 1915, xx, 183. 

Hypertrophied prostate. F.W.RosBerts. Hahneman. 
Month., rors, l, 98. 

Carcinoma of the prostate. L. G. Gunn. Med. Press 
& Circ., 1915, xcix, 114. [672] 

Prostatic infections from a clinical standpoint. J. M. 
Kenwortuy. Hahneman. Month., 1,111. 


BIBLIOGRAPHY OF CURRENT LITERATURE 691 


Prostatic abscess opened through the cysto-urethroscope 
with the high-frequency spark. A. NELKEN. J. Am. M. 
Ass., 1915, lxiv, 431. 

Factors which determine the advisability of prostatec- 
tomy. W.F. Braascu. St. Paul M. J., 1915, xvii, 1. 

Safeguarding in prostatectomy. S. Letcu. Am. J. 
Urol., 1915, xi, 64. 

The results of transvesical prostatectomy. P. M. 
M. J., 1915, ci, 283. 


Miscellaneous 


Traumatic injuries of the genito-urinary tract. H. G. 
PLESCHNER. Ztschr. f. urol. Chir., rors, iii, 274. 

Urological methods of diagnosing surgical conditions of 
the urinary organs which obviate the use of the knife as a 
diagnostic instrument. G. S. PeTerKIN. Am. J. Urol., 
TOTS, It. [672| 


Some diagnostic evidence showing that an exploratory 
operation on the genito-urinary system is never justifiable. 
M. W. Wyman. J. So. Car. M. Ass., 1915, xi, 52. 

Genital tuberculosis. R. W. Sravey. Lancet-Clin., 
1915, CXiil, 155. 

Sexual impotence. I.S. Koti. N.Y. M. J., rors, ci, 

235- 

Anuria: its etiological and surgical phases. H. Casor. 
Lancet-Clin., 1915, cxiii, 151. 

A new visual lithotrite. J. Lonpon. Med. Rec., 1915, 
Ixxxvii, 187. [673] 

antiseptics. J.W.T.WaALker. Clin. J., 1915, 
xliv, 

T 4 field for local anesthesia and of spinal anwsthesia in 
genito-urinary surgery. A. H.Crossre. Boston M. & S. 
J., clxxii, 260. 

Review of progress of genito-urinary surgery during the 
year 1914. H.A. Batpwin. Ohio St. M. J., rors, xi, 97. 


SURGERY OF THE EYE AND EAR 


Eye 


A case of gumma of the lower eyelid. A. J. Gremour. 
Med. Rec., 1915, Ixxxvii, 272. 

Scleral puncture for expulsiv e subchorioidal hemorrhage 
following sclerostomy; scleral puncture for post-operative 
separation of the chorioid. F. H. Vernorerr. Ophth. 
Rec., 1915, xxiv, 55. [674] 

A method of destroying the lachrymal sac in chronic 
dacryocystitis. H.Girrorp. Ophth. Rec., 1915, xxiv, 22. 

Use of the electromagnet in the extraction of bits of iron 
from theeye. A. Haas. Ann. di ottal., 1915, xliii, $25. 

Foreign body in the cornea. TF. Borpas. Rev. de cien. 
méd., Barcel., 1915, xli, 40. 

Keratectomy in abscess of the cornea. C. FoRONI. 
Arch. f. Augenh., 1915, Ixxviii, 270. 

Gonorrhceal iritis as a manifestation of an old latent 
gonococcemia; diagnosed by the complement-fixation 
test; treatment with bacterins. W. REBER and G. Law- 
RENCE Ophth. Rec., 1915, xxiv, 1. [674| 

Lipemia retinalis. R. F. Moore. Lancet, Lond., 
1915, clxxxviii, 366. 

The influence of heredity in the development of strabis- 
mus. W. Reber. Ophth. Rec., 1915, xxiv, 59. [674| 

Congenital cataract; a study of a few interesting cases. 
C. F. Crarx. Ohio St. M. J., 1915, xi, 70. 

Biological relation of blood serum to — of lens in 
cataract. P. Romer and H. Gress. Arch. f. Augenh., 
1915, Ixxviii, 57, 74, 77. 

Some unusual forms of congenital cataract; remarks on 
their management. W. C. Posey. Penn. M. J., 1915, 
Xviii, 357. 

ae a structure of cicatrices and cataracts of the 
capsule. G. PerEyrA. Ann. di ottal., 1915, xliii, 878. 

Catarac tion with preliminary iridectomy, irriga- 
tion, and discission; results of forty-two cases. F. 


KELLOG c. J. Ophth., Otol., & Laryngol., 1915, xxi, 136. 
Cataract operation with special reference to relation 
between maturity of cataract and secondary cataract. 
T. Heyt. Arch. f. Augenh., 1915, xxviii, 230. 
Twelve consecutive cataract operations 
and their visual results. W. A. Fisner. Ophthalmol., 
IQ15, Xl, 318. 


Statistics on cataract operations, with special reference 
to the relation between maturity of the cataract and fre- 
quency of secondary cataract. T. Heyi. Arch. f. 
Augenh., 1915, Ixxviii, 230. 

Conjunctiva flaps in the operation for catavact. ©. 
Puscariv. Klin. Monatsbl. f. Augenh., ror4, lili, 576. 

Should the intracapsular method of cataract extraction 
be adopted by the oculists of America? O. TypiNcs. 
Ophthalmol., 1915, xi, 322. 

Delayed healing of the wound in cataract extraction 
and its proper treatment. D. T. VaAt_. Ophthalmol., 
1915, Xi, 313. 

The operative treatment of acute glaucoma. G. H. 
BurnHAM. Ophth. Rec., 1915, xxiv, 78 

_ Operative procedures of ocular muscles i in heterophories. 

E. W. ALEXANDER. Calif. St. J. Med., 1915, xiii, 61. 

Brain abscess orizinating from the orbit. T. BALta- 
BAN. Prag. med. Wchnschr., 1915, xl, 21. 

A case of retinal detachment. T.H. Curtix. Ophth. 
Rec., 1915, xxiv, 68. {674| 

Epibulbar sarcoma, with microscopic and macroscopic 
sections. L. W. Cricgter. Arch. Ophth., 1o15, xliv, 41. 

Conservative treatment of penetrating wounds of the 
eyeball. A. ik. Butson, Jr. Ophth. Rec., 1915, xxiv, 72. 

A new eye speculum. A. S. and L. D. Green. Ophth. 
Rec., 1915, xxiv, 65. |674| 


Ear 


Removal through petrous bone of tumor involving the 
auditory nerve. E. ScumirceLrow. Hosp.-Tid., Kjo- 
benh., 1915, lviii, 177, 201. 

Diagnosis of intracranial complications in diseases of 
the middle ear and accessory sinuses of the nose. J. C. 
Beck. Illinois M. J., rors, xxvii, 37. |675| 

The ocular symptoms of brain abscess and sinus throm- 
bosis of otitic origin. G. B. Jopson. Laryngoscope, 1015, 
7; {675| 

Chronic mastoiditis; suppurative phlebitis of the lateral 
sinus; ligation of the internal jugular; curettage of the 
sinus; exploration of the brain; cerebral hernia; recovery. 
R. Becco. Semaine méd., 1915, xxii, 35. 

Double mastoiditis with septic sinus thrombosis. C, 
H. Smiru. N.Y. M. J., 1915, ci, 407. 


692 


Case of latent mastoiditis with sinus thrombosis. W. H. 
HuntincTon. Virg. M. Semi-Month., 1915, xix, 533. 

The treatment of acute mastoid abscess from the etio- 
logical standpoint. G. W. Mackenzie. J. Ophth., 
Otol., & Laryngol., 1915, xxi, 154. 

Mastoid operation without artery forceps or ligatures. 


J. M. McLoone and R. M. Netson. J. M. Ass. Ga., 
1915, iv, 276. [676] 
Syphilitic lesions of the ear. J.V.F.Ctay. J. Ophth., 


Otol., & Laryngol., 1915, xxi, 99. 


INTERNATIONAL ABSTRACT OF SURGERY 


A case of Méniére’s disease. R.M.Srvon. Brit. M. 
J., 1915, i, 282. 

The treatment of advanced tympanic deafness. P. D. 
Kerrison. J. Am. M. Ass., 1915, lxiv, 109. [676] 

The relation of pathological conditions in otorhinology 
to general medicine and surgery. J. A. Stucky. Ken- 
tucky M. J., 1915, xiii, 147. 

Treatment of diseases of the ear with radium and 
mesothorium. F.H.Qurx. Nederl. Tijdschr. v. Geneesk., 
1915, i, 368. 


SURGERY OF THE NOSE, 


Nose 
Scopolamine in nose and throat operations. M. MeEtz- 
ENBAUM. Laryngoscope, 1915, XXV, 95. 
Empyema of the nasal accessory sinuses. J. D. Lewis. 


St. Paul M. J., 1915, xvii, 61. 

Spontaneous rupture of lateral sinus with general 
septicemia in ulcerating sinusitis. E.H. Cary. South. 
M. J., 1915, viii, 147. 

Combination of sinus phlebitis and brain abscess. G. 
Hosic. Wien. klin. Rundschau, 1915, xxix, 43. 

The different forms of inflammation of the mucous mem- 
brane of the accessory sinuses and their treatment. W. 
UFFENORDE. Ztschr. f. Ohrenh., 1915, Ixxii, 133. 

An unusual case of sinusitis. T. E. Peery. W. 
Virg. M. J., 1915, ix, 264. 

Ultimate results of operations for chronic sinus disease, 
chronic tonsillar and tonsillar and adenoid disease, and 
chronic diseases of the middle ear. J. C. Beck. J. 
Ophth. & Oto-Laryngol., 1915, ix, 7, 41. [677] 

The pernasal operation for frontal sinus suppuration by 
the anterior route. P. Watson-WILLIAms. Lancet, 
Lond., 1915, clxxxviii, 362. 

The importance of the paranasal sinuses in the explana 
tion of pain in the face, head, neck, and shoulders. M- 
A. Buss. Am. J. M. Sc., 1915, cxlix, 230. 

The exploratory opening of the sphenoid sinus. C. P. 
Grayson. Laryngoscope, 1915, xxv, 65. 

Inoperable angiofibroma; maxillary antralsarcoma. W. 
MILiicAn. Proc. Roy. Soc. Med., 1915, viii, Laryngol. 
Sect., 42. 

The consideration of nasal conditions causing asthma. 


W. H. Duptey. J. Ophth. & Oto-Laryngol., 1915, ix, 
14 [677] 

en foetidus ozene perez vaccine in the treat- 
ment of ozena. . GUGGENHEIM. Interst. M. J., 


IQI5, XXii, 129. 
A clinical report of the successful use of emetine in the 
control of hemorrhage following nasopharyngeal opera- 
tions. J. WEINSTEIN. Med. Rec., 1915, Ixxxvii, 102. [677] 
A practical method of correcting septal deformities. 
I. Townsenpb. J. Ophth., Otol., & Laryngol., 1915, xxi, 
133. 
Posterior nasal operation by means of the nasopharyn- 
goscope. C. A. GUNDELACH. Laryngoscope, 1915, xxv, 83. 
Plastic operation for dislocated columnar cartilage of the 
nose. E.L. WARREN. Laryngoscope, 1915, xxv, 81. 


THROAT, AND MOUTH 


Throat 


Tonsillar infection. G. B. Woop. Therap. Gaz., rors, 


XXXix, 83. 


Roundworm within the body of a tonsil. A. B. Mip- 
DLETON. J. Am. M. Ass., 1915, lxiv, 650. 
The relation of the tonsils to tuberculosis. H. R. M. 


Lanois. Therap. Gaz., 1915, XXxix, 77. 

Quinsy or peritonsillar abscess. E.H. Grirrin. Med. 
Rec., 1915, Ixxxvii, 224. 

Systemic infections for which the tonsil is held respon- 
sible; control of hemorrhage during tonsillectomy. M. M. 
Savace. Maryland M. J., 1915, lviii, 27. 

The indications for the removal of tonsils and adenoids. 
F. R. Packarp. Therap. Gaz., 1915, xxxix, 79. 

Tonsillectomy. C. H. Smirn. N. Y. M. J., 1915, ci, 


3- 

Tonsillotomy vs. Tonsillectomy. R. H. STREET. 
J. Ophth., Otol., & Laryngol., 1915, xxi, 140. 

Intrinsic epithelioma of the larynx one month after 
laryngofissure. St. C. THomson. Proc. Roy. Soc. Med., 
1915, viii, Laryngol. Sect., 33. 

Infective lymphoid growths of the laryngopharynx, 
secondary to sinus suppuration. W. E. CASSELBERRY. 
J. Am. M. Ass., 1915, lxiv, 576. 

Sarcoma of lateral wall of pharynx with sudden death 
from suffocation. K. SCHREINER. Arch. Ohrenh., 
1914, XCVi, 204. 


Mouth 


Mesothelial tumors of the jaws. 
Ass., 1915, lxiv, 40. 

Carcinoma of palate. H. Top. Proc. Roy. Soc. Med., 
1914, viii, Laryngol. Sect., 30. 

Endothelioma of the soft palate. R. H. Ivy. N. Y. 
M. J., 1915, ci, 193. 

Operations for clefts of the hard and soft palate. L. 
Emerson. J. Am. M. Ass., 1915, lxiv, 301. 

The principles which govern the ultimate results of 
harelip and cleft-palate operations. G. V. I. Brown. 
Surg., Gynec. & Obst., 1915, xx, 87. [678] 

Angioma of the uvula. M. A. Gotpstery. Laryngo- 
SCOpe, IQI5, XXV, 

The administration of anesthetics for the extraction of 
teeth. A. B. Brockway. Med. J. Austral., 1915, i, 20. 

A case of cleft tongue. MERctER and Tisster. Bull. 
1914, iii, 406. 


R. H. Ivy. J. Am. M. 


Soc. obst. et de gynéc., Par., 


| 
| 
| 


TABLE OF CONTENTS 


I. INDEX OF ABSTRACTS OF CURRENT LITERATURE 


II. AutHors 
IIT. Eprrorrat ANNOUNCEMENT 
IV. REVIEW: 

Kalamazoo, Michigan 


VI. ABSTRACTS OF CURRENT LITERATURE 


VIII. Votume INDEx: 


V. RecENT ADVANCES IN MILITARY SURGERY. 
VII. BrsLtioGRAPHY OF CURRENT LITERATURE 
1. SUBJECT MATTER. 


> 


RONTGENOLOGY OF GAstTRIC CANCER. A. W. 


Crane, M.D., 


BIBLIOGRAPHY. 3. AUTHORS. 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


Anesthetics 

Ker, K. F.: Scopolamine-Morphine and Scopola- 
mine-Pantopon Anesthesia in Conjunction with 

GFROERER: Experiences with Lumbar Anesthesia. . . 

SIEGEL, P. W.: The Paravertebral Injection Anzs- 

EckeL, A.: Critical Review of Local Anesthesia 
ot the Abdominal Cavity... 


SURGERY OF THE HEAD AND NECK 


Head 

Miter, R.: A Case of Complete Scalp Evulsion. . . 

Bryant, W.S.: Treatment of Purulent Streptococcic 
Cerebrospinal Meningitis..................... 

Neck 


HESSELBERG, C.: A Comparison of Autoplastic and 
Homoplastic Transplantation of Thyroid Tissue 


SURGERY OF THE CHEST 


Chest Wall and Breast 

Rem, M.: Bilateral Myeloid Chloroma of the Mam- 

ZINN, W., and Mijusam, R.: Extrapleural Thoraco- 
plasty in Pulmonary Tuberculosis and Bron- 

Friepricu, P. L.: The Decompressive Bursting of the 
Thorax by Means of Longitudinal Sterneotomy.. 

NorpMANN, O.: Experimental and Clinical Study of 


Pharynx and Csophagus 


Meyer, W.: Further Experience with Resection of 
the @sophagus for Carcinoma 


599 
599 


600 


600 


601 


602 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 

GorEBEL, C.: The Closure of Defects of the Ab- 

Lotu: Pseudomyxoma of the Peritoneum and Vermi- 

Santy, P.: Irrigation of the Peritoneum with Ether: 

Ramstap, N. O.: Subphrenic Abscess.............. 


Gastro-Intestinal Tract 
CampBELL, A. M.: Benign Tumors of the Stomach. . 
Hanck: The Prognosis and Treatment of Perforating 
Linke, R.: Acute Dilatation of the Stomach....... 
Pers, A.: Operative Treatment of Hour-Glass 
Beck, C.: Plastic Surgery of the Stomach: an Experi- 
Jounston, J. C.: A Suggestion in Cases of Late Opera- 
tion for Intestinal Obstruction................. 
Deaver, J. B., and Ross, G. G.: The Mortality 
Statistics of Two Hundred and Seventy-Six 
Cases of Acute Intestinal Obstruction.......... 
Sorest, A. L.: A New Method of Lateral (Side-to- 
Side) Intestinal Anastomosis.................. 
Heiter, B.: The Physiology of the Appendix........ 
Danpy, W. E.: Benign Tumors of the Appendix, 
Quervatn, F. de: The Diagnosis of Acquired Diver- 


581-508 
Gustavus M. Blech, M.D., Chicago... .. 631-638 
599-678 
679-092 


603 
604 
004 
604 
604 


005 
600 


. 607 


607 


607 


607 


608 
608 


609 


ticula of the Colon and Sigmoiditis Diverticularis 609 


Supeck, P.: Diverticulitis and Sigmoiditis.......... 


609 


ScHuULTE-TiGGEs: Syphilitic Strictures of the Rectum 610 


Liver, Pancreas, and Spleen 
Topp, G. M.: Duodenotomy in Common Duct-Stone 610 
611 


Rotitmann: Acute 


{ 
| 
600 
|_| 
= = 
|_| 
602 
602 
603 
lll 


iv INTERNATIONAL ABSTRACT OF SURGERY 


Kittner, H.: The Pancreas Complications Follow- 
ing Resections of the Stomach According to the 
Second Billroth Method................. . Grr 


Nose, E., and STEINBACH, R.: 


SURGERY OF THE EXTREMITIES 


Diseases of the Bones, Joints, Etc. 
Barrie, G.: Cancellous Bone Lesions 
Cure, D.: Studies in the Etiology and Prevention 


Carman, R. D., and Fisuer, A. O.: Multiple Con- 
genital Osteochondromata.................... 612 


BECKER, G.: Isolated Disease of the Semilunar Bone 613 


Fractures and Dislocations 
OEHLECKER, F.: The Volar Luxation of the Os 
Lunatum—Perilunar Dorsal Luxation of the 


Hand — with Fracture of the Os Triquetrum ... 613 


Surgery of the Bones, Joints, Etc. 

Coun, I., and Mann, G.: Bone Transplants........ 

MEINSHAUSEN, W.: Changes Occurring in Bone 
Stumps Following Amputation. ..... 

F’., and Macnus, G.: Implantation of Soft 


O14 


Parts in Jomt Resection... 614 
Orthopedics in General 
BILLINGTON, R. W.: Static Foot Disorders. ........ 615 
Syrinc: Relation Between Flat-Foot and Tuber- 


KATZENSTEIN, M.: Tanning the Ligaments in the 


Treatment of Flat-Foot and Other Deformities.. 616 
SURGERY OF THE SPINAL COLUMN 
AND CORD 
Taytor, J. D.: Bifida, Cranial and Spinal.......... 616 


Ryerson, E. W.: Recurrent Spondylolisthesis with 
Paralysis; Bone-Splint Transplantation. 


Bincuam, A. H.: The Surgical Treatment of Pott’s 


SURGERY OF THE NERVOUS SYSTEM 
ERr:ACHER, P.: Experimental Study of Plastic Opera- 


tion and Transplantation of Nerve and Muscle.. 618 


SURGERY OF THE SKIN, FASCIA, 
AND APPENDAGES 
SCHOENE, G.: Deep Growth of Epithelium After a 
Thiersch 


MISCELLANEOUS 


Clinical Entities—Tumors, Ulcers, Abscesses, Etc. 
Wo trsoun, G.: Tetanus... . 


KRENTER: Report on Thirty-One Cases ot Tetanus 
Following Wounds Received in Battle and 
Treated by the Combined Intraspinal and Intra- 
venous Methods of Giving Antitoxin.......... 

KRENTER: Several Important Practical Aspects of 

Dreyrvus, L.: The Treatment of Tetanus.......... 

ALEXANDER, K.: The Treatment of Tetanus........ 

ANGERER, A.: Treatment of Traumatic Tetanus... . 

Evunike, W. K.: Treatment of Tetanus with Magne- 

Hocuuavus: Experiences in the Treatment of Tetanus 

KuuN: Treatment of Tetanus with Luminal........ 

BenRING, E. von: Indications for Serum Therapy in 


Sera, Vaccines, and Ferments 

GoopMAN, C.: A Preliminary Report on a Study of the 
Protective Ferments of the Blood by the Abder- 
halden Method, After the Transplantation of 

LUNCKENBEIN: Tumor Extract Treatment and Its 

FLEISHER, M. S., and Loes, L.: Further Investiga- 
tions on the Mode of Action of Substances In- 
hibiting Tumor Growth and on Immunization 
Against These Substances. . 


Blood 
GorBakowsky, D.: The Antitrypsin Content of the 
Blood and Leukocytosis in Laparotomy......... 


WEIL, R.: Sodium Citrate in the Transfusion of Blood. 
Deavor, T. L.: Transfusion of Blood; Some Recent 


Poisons 

H., and BArFurtn, W.: The Bacteri- 
cidal Action of Human Blood in Regard to Strep- 
tococci as an Indication of Their Virulence... .... 


Surgical Therapeutics 


Waternovuse, H. F.: A Report on the Employment of 
Ether in Surgical Therapeusis................. 


HALPERN, J.: Experiences with Coagulen........... 
Hocan, J. J.: The Intravenous Use of Colloidal 
(Gelatin) Solutions in Shock. 


Electrology 

Smiru, FE. A.: The Fluorescent Screen in Medicine and 

Mowat, H.: The Localization of Foreign Bodies by 
Means of the X-Rays: 

STERN, S.: Deep Réntgen Therapy and Its Applica- 
tion in the Treatment of Malignant Growths..... 

QuicLey, D. T.: The Relation of Radium to Surgery. . 

Barcat: Radium Therapy in Malignant Tumors..... 


Military Surgery 

RiBsaMeN: The Treatment of Stab and Gunshot 

Mummery, P. L.: Injuries to the Bowel from Shell 


621 


623 


625 
626 
626 


3 
619 
620 
620 
612 
620 
620 
621 
i |__| 
621 
O14 | 
\ 
621 | 
621 
| 
623 
| 
617 
: RopMAN, J. S.: Surgery of the Spinal Cord......... 618 
625 
618 
626 


INTERNATIONAL ABSTRACT OF SURGERY 


Ritscut, A.: Orthopedic Principles in the Treatment Renn, L.: Military Experiences of a Consulting 

Parry, L. A.: Notes and Comments on Some Cases Beavis, J. H., and Soutrar, H. S.: A Field Hospital 

FauntLeroy, P.C.: Gunshot and Shell Wounds. .... 627. Brecu,G. M.: Recent Advances in Milltacy Surgery.. 


GYNECOLOGY 


Uterus Haines, W. D.: Hysterectomy trom the Viewpoint of 
Lewis, H. F.: Operations for Laceration of the Cervix the Gener a Surgeon . 
Fatcowskr: Tendency Toward Conservative Opera- vag ginal Hysterectomy for Myotibromata, 
tion for Myoma of the Uterus................. 6390 
Novak, E.: The Atropin Treatment of inne Adnexal and Periuterine Conditions 
Spitzic, B. L.: The Use of Citric Salts in Congestive ae ee ee 
Dysmenorrhoea; the Relation of the Latter to the LOuNBERG, E.: Plastic Operation on the Mouth of the 
Tueopor, P.: Bacteriological Examination of Blood AMBERGER: Operative Treatment of 
og Scie. a 040 Diseases of the Adnexa and Their Relation to 
Dorr, R. C.: Some of the M: slicemations of the 
Uterus and Vagina; Report of a Case of One of Fircuson, R. T.: Surgery of Pus : Fabes 
the Rarest Forms. 649 Locxuart, A. L.: Pelvic Inflammation 
Hutcuins, H. T.: A Few Nokes « on » the Treatment of 
Anteposed Ui teri .. 0641 External Genitalia 
Nose, G. H.: Intra-\bdominal Dynamics and the Ouiver, T.: Radium and Its Efiicacy in Cancer of the 
Mechanical Principles Involved in the Cause of los... 
Backward and Downward Displacements of the Horne, G. T.: Report of I usiform ie Mies as I a" 
Rosperts, W.O.: Inversion of the Uterus........ . 642 
CarNELLI, R.: Treatment of Prolapse of the Uterus Miscellaneous 
by the Schauta-Wertheim Operation............ 643° Burner, A. J.: The Relation of Tubercular Infections 
ene F.W.: Plastic Surgery in Procidentia.... 643 to Gynecological Affections. . ees 
Kraus, E.: Anesthetization of the Uterus........... GrtcerR, O.: The Phenol-Serum Treatment of Pyo- 
Lies, C. C. The Pharmacology and Physiology of the genic Processes in Gynecology 


OBSTETRICS 


Pregnancy and Its Complications Hoeune, O.: Febrile Abortion. 
BENNINGHOFF, G. E.: A Case of Abdominal Preg- STEVENS, .G.: Antepartum Hi ige 
Gites, A. E., and Lockyer, G.: Ovarian P regnancy.. 648 tion; Wertheim’s Operation 
Younc, E. B.: The ies of BAUEREISEN, A.: Pyelitis gravidarum......... 
-regnancy at the Boston City Hospital......... 648 ere 
Pregna the Bx H Labor and Its Complications 
GARDINER, J.: Pituitary Extract in Marginal Pla- 
RANKEN, J. The Management of Occipitopos- 
“EKETE: Hysterotomy for Centra acenta Previa... 64¢ 
V.: Dystocia Due to Fixation of the 
Dick, G. F., and G. R.: Bacteriologic Examination of 
he Urine in a Case of Eclampsia............ 
the Urine in a Case of Eclampsi 49 McDurriz, M. W.: Painless Childbirth; Normal 
Hoc: Pregnancy Toxwmias; Their Versus 
eatment. Heimax, A. M.: Painless Childbirth in France; a 
Mitier, H. A.: Indications for C wsarean Section.. 650 Note on the Use of Tocanalgine 
Davis, E. P.: Caesarean Section................+. 51 Juxor, K. F.: Twilight Sleep in the Home. 
Total of Uterus ScAprRon, S. Diimmerschlaf (Twilight Sleep) 
Roncy, A. J.: The Use of Scopolamine in Labor 
in Abortion and Premature Delivery...... 651 
GILLEsPIE, W.: Abortion with Special Reference to Puerperium and Its Complications 


Its Medicolegal Aspects ..... 6532 Purstow, C. E.: Puerperal Eclampsia 


628 


62090 
O31 


O44 


644 


644 


645 


645 


640 
040 


640 


6406 


640 


647 
047 


|| 
|| 
|| 
= 
| 
| 
|| 
| 
652 
053 
054 
054 
654 
054 
655 
655 
055 
055 
650 4 
650 


vi 


HENKEL, M.: Puerperal Infection of Wounds in the 
Light of Recent Research. 65 
WIinTER,G.: Retention of Placenta and Puerperal Fever 65 
HENKEL, M.: Puerperal Fever and Treatment of 
STROGANOFF, W. W.: The Treatment of Beginning 
Puerperal Disease with Hot Vaginal Irrigations. 659 
Cumston, C. G.: Gangrene of the Limbs During the 


Miscellaneous 
EBen, R.: Diagnosis of Pregnancy in the Early 


Stages and Study of the Diagnostic Value of the 
Skin Reaction in Pregnancy... 
Wetscu, H.: Diagnosis of Pregnancy by Abderhal- 
den’s Method; Its Application in Legal Medicine 660 


INTERNATIONAL ABSTRACT OF SURGERY 


Murray, H. L.: Acidosis and the Nitrogen Partition 
GAETANO, B.: The Influence of Lactation upon 


Restitution of the Thymus After Pregnancy. ... 660 
Nepesky, O.; 660 
GALL, P.: Indications and Contra-Indications for 

Iextract of Hypophysis in Obstetrics........... 661 


Bucura, K. J.: Some Questions in Obstetrics and 
Gynecology; Strengthening the Pains During 
Labor; Radium and Réntgen Treatment in 
Gynecology; Treatment of Myomata........... 

Morss, A. H.: Bilateral Congenital Caput Obstipum 

Gunson, E. B.: Child with Tooth Erupted at Birth 

GRrvuLeE, C. G.: Care and Feeding of Incubator Babies 


661 
662 
662 
662 


GENITO-URINARY SURGERY 


Kidney and Ureter 
CrowE, S. J., and Wistockr, G. B.: Experimental 
Study of the Suprarenal Glands............... 663 


Bladder, Urethra, and Penis 
Benoist, M.: Cystinuria and Cystinous Lithiasis. . . 
Pearse, R.: Some Advantages of Litholapaxy Over 


Tuompson, G. S.: A New Operation for Movable Serr, G.: Papilloma and Primary Simple Ulcer of 
BarsBer, W. H., and J. W.: Renal Infec- Roserts, W. O.: Hernia of the Urinary Bladder. ... 669 
tion; a Further Experimental Study of Its Re- Barnett, C. E.: Urethral Stricture; Cure Preceded 
lation to Impaired Ureteric Function......... 664 by Suprapubic Cystotomy..................-. 669 
MacGowan, G.: Hamatogenous Kidney Infections. 664 \Warrrs, C. A., and Cotston, J. A.C.: A Report of 
Proctor, J. M.: Sarcoma of Kidney.............. 664 Three Cases of Fibrosclerosis of the Penis Treated 
Rocuet, V., and Tufvenot, L.: Tuberculosis of by Roéntgenization Without Improvement. ..... 669 
Kipp, F.: Nephrectomy for Kidney Tuberculosis.... 665 POWUtions. 670 
Casper, L.: Operations in Bilateral Kidney Disease. 665 Genital Organs 
Smitu, G. G.: Separate Renal Function; Observations Brown, R.: Sarcoma of Testicle. ............... 670 
as Determined by the Ureteral Catheter and Barker, L. F.: Abnormalities of the Endocrine Func- 
Phenolsulphonephthalein..................600. 666 tions of the Gonads in the Male............... 670 
Genrets, F.: The Determination of Functional Reynowps, W. S.: Vaccines in Colon Epididymitis.. 671 
Activity of the Kidney Without Ureteral Cathe- 
S—— 666 SQUIER, J. B.: Drainage of Seminal Vesicles........ 671 
Gayet, G., and BEAUJEU, J. DE: Value of Pyelography Purses, 
in Diagnosis of Some Urinary Affections, Partic- Gunn, L. G.: Carcinoma of the Prostate........... 672 
ulatly Movable 666 Miscellaneous 
Casper, L.: Indications and Limitations of Pyelog- PeTERKIN, G. S.: Urological Methods of Diagnosing 
667 Surgical Conditions of the Urinary Organs Which 
Srmon, L.: Value and Danger of Pyelography...... 667 Obviate the Use of the Knife as a Diagnostic 
Prtrerson, R.: Report of a Case of Ureterocystos- Instrument. 672 
SURGERY OF THE EYE AND EAR 
Eye GREEN, A. S. and L. D.: A New Eye Speculum..... 674 


Vernorrr, F. H.: Scleral Puncture for Expulsive 
Subchorioidal Hemorrhage Following Scleros- 
tomy; Scleral Puncture for Post-Operative Separa- 

REBER, W., and LAWRENCE, G.: Gonorrhceal Iritis 
as a Manifestation of an Old Latent Gonococ- 
cemia; Diagnosed by the Complement-Fixation 


‘Test; Treatment with Bacterins............... 674 
Reser, W.: The Influence of Heredity in the Develop- 

ment of Strabismus............... 674 
Curtin, T. H.: A Case of Retinal Detachment... .. 674 


Ear 

Beck, J. C.: Diagnosis of Intracranial Complications 
in Diseases of the Middle Ear and Accessory 

Josson, G. B.: The Ocular Symptoms of Brain 
Abscess and Sinus Thrombosis of Ot‘tic Origin.. 675 

McLoong, J. M., and Netson, R. Mastoid 
Operation Without Artery Forceps or Ligatures. 676 

Kerrison, P. D.: The Treatment of Advanced 


{ 


INTERNATIONAL ABSTRACT OF SURGERY vii 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


Nose 


Beck, J. C.: Ultimate Results of Operations for 
Chronic Sinus Disease, Chronic Tonsillar and 
Tonsillar and Adenoid Disease, and Chronic 


Diseases of the Middte War... 677 
Dup.ey, W. H.: The Consideration of Nasal Condi- 
tions Causing Asthma.......... MOG 


WEINSTEIN, J.: A Clinical Report of the Successful 
Use of Emetine in the Control ot Hamorrhage 


Mouth 

Brown, G. V. I.: Principles Governing the Ultimate 
Results of Harelip and Cleft-Palate Operations. . 678 

Berry, J.: Surgery of the Cleft Palate............. 678 


BIBLIOGRAPHY 


GENERAL SURGERY 


SURGICAL TECHNIQUE 


Aseptic and Antiseptic Surgery................ 679 
Surgical Instruments and Apparatus... . 679 
SURGERY OF THE HEAD AND NECK 
SURGERY OF THE CHEST 
Chest Wall and Breast..... 680 
Trachea and 680 
Heart. and Vascular 680 
Pharynx and (isophagus. 680 
SURGERY OF THE ABDOMEN 
Abdominal Wall and Peritoneum.............. 680 
Gastro-Intestinal Tract.......... 681 
Liver, Pancreas, and Spleen... 681 
SURGERY OF THE EXTREMITIES 
Diseases of Bones, Joints, Muscles, Tendons. 
General Conditions Commonly Found in the 
Fractures and Dislocations.......... 
Surgery of the Bones, Joints, etc... .. 
Orthopedics m General, 682 
SURGERY OF THE SPINAL COLUMN AND Corp...... 683 
SURGERY OF THE NERVOUS SYSTEM............... 683 
SURGERY OF THE SKIN, FAsctA, APPENDAGES...... 683 


MISCELLANEOUS 
Clinical Entities—Tumors, Ulcers, Abscesses, etc. 684 


Sera, Vaccines, and Ferments........... .. 684 
Blood and Lymph Vessels. . ad 685 
Surgical Therapeutics... . . 685 
Electrology............ 685 
GYNECOLOGY 
Adnexal and Periuterine Conditions. .... .. : 687 
OBSTETRICS 
Pregnancy and Its Complications............. .. 687 
Labor and Its Complications... .. .. 
Puerperium and Its Complications. ......... 
GENITO-URINARY SURGERY 
Bladder, Urethra, and Penis.................... . 690 
SURGERY OF THE EYE AND EAR 


SURGERY OF THE NOSE THROAT, AND 
MOUTH 


Nose, Throat, and Mouth...... 


692 


| 


OF THE ORIGINAL CONTRIBUTIONS WHICH ARE 


Alexander, K., 620 
Amberger, 645 
Angerer, A., 620 
Barber, W. H., 664 
Barcat, 626 
Barfurth, W., 623, 651 
Barker, L. F.. 670 
Barnett, C. 669 
Barrie, G., 612 
Bauereisen, A., 654 
Beaujeu, J. de, 660 
Beavis, J. H., 620 
Beck, C., 607 

Beck, J. C., 675, 677 
Becker, G., 613 
Behring, FE. 
Senninghoti, G. 648 
Benoist, M., 608 
Berecz, 654 

Berry, J., 678 
Billington, R. W., 615 
Bingham, .. H., 617 
Breton, P. le, 617 
Brown, G. V. 1., 678 
Brown, R., 670 
Bryant, W. S., 600 
Bucura, K. J., 661 
Butner, A. J., 640 
Cadwallader, R., 647 
Campbell, \. M., 604 
Carman, R. D., 612 
Carnelli, R., 643 
Casper, L., 665, 667 
Cathala, V., 654 
Cohn, I., 614 
Colston, J. A. C., 669 
Crowe, S. J., 663 
Cumston, C. G., 656 
Curle, D., 612 

Curtin, T. 674 
Dandy, W. E., 609 
Davis, E. P., 651 
Deaver, J. B.. 
Deavor; T..L., 622 
Dick, G. F.. 640 
Dick, G. R., 640 
Dorr, R. C., 640 
Draper, J. W., 664 
Dreyfus, L., 610 
Duckering, F. W., O43 
Dudley, W. H., 677 


Eben, R., 660 


von, 620 


INTERNATIONAL ABSTRACT OF SURGERY 


AUTHORS 


Kckel, A., 600 
Erlacher, P., 618 
Eunike, W. K., 620 
Falgowski, 630 
Fauntleroy, P. C., 627 
Fekete, 640 

Ferguson, R. T., 646 
Fisher, A. O., 612 
Fleisher, M.S., 621 
Friedrich, P. L., 602 
Fuller, 672 
Gaetano, B., 660 
Gall, P., 661 
Gardiner, J., 640 
Gayet, G., 666 
Gehrels, 660 
Geiger, O., 647 
Gfroerer, 500 

Giles, A. E., 648 
Gillespie, W., 652 
Goebel, C., 603 
Goodman, C., 621 
Gorbakowsky, D., 621 
Green, A. S., 674 
Green, L. D., 674 
Grulee, C. G., 662 
Gunn, L. G., 672 
Gunson, I. B., 662 
Haines, W. D., 644 
Halpern, J., 624 
Hanck, 605 

Heile, B., 608 
He!lman, .\. M., 655 
Henkel, M., 
Hesse!berg, C., 601 
Hochhaus, 620 
Hoehne, O., 652 


655, 050 


Hogan, J. J., 624, 650 
Hohmeier, F., 614 
Horne, G. T., 646 
Hutchins, H. T., 641 
Jobson, G. B., 675 
Johnston, J. C., 607 
Junor, kK. F., 655 
Katzenstein, M., 616 
Keim, K. F.. 300 
Kerrison, P. D., 676 
Kidd. 665 


Kraus, I... 64 


Krenter. 610 
Kuhn, 620 
Kiittner, H., 611 


Lawrence, G., 674 
Lewis, H. F., 630 
Lieb, C. C., 643 
Linke, R., 606 
Lockhart, F. A. L., 646 
Lockyer, C., 648 
Loeb, L., 621 
Lohnberg, F., 645 
London, J., 673 

Loth, 604 
Lunckenbein, 621 
MacGowan, G., 664 
Magnus, G., 614 
Mann, G., 614 
McDuflie, M. W., 655 
McLoone, J. M., 676 
Meinshausen, W., 614 
Meyer, W., 603 
Miller, H. A., 650 
Morse, A. H., 662 
Mowat, H., 625 
Miihsam, R., 602 
Miiller, R., 600 
Mummery, P. L., 626 
Murray, H. L., 660 
Nattrass, J. H., 644 
Nebesky, O., 660 
Nelson, R. M., 676 
Nobel, E., 611 

Noble, G. H., 641 
Nordmann, O., 602 
Novak, E.. 630 
Oehlecker, F., 613 
Oliver, T., 646 
Parry, L. A., 627 
Pearse, R., 668 
Pers, \., 606 
Peterkin, G. S., 672 
Peterson, R., 668 
Proctor, J. M., 664 
E., 658 
Quervain, F. de, 609 
Quigley, D. T., 626 
Ramstad, N. O., 604 
Randall, A., 670 
Ranken, J. F., 654 
Reber, W., 674 


Purslow, C. 


Recasens, $., 651 
Rehn, L., 628 

Reid, M., 601 
Reynolds, W. S., 671 


ABSTRACTED IN THIS NUMBER 


Ritschl, A., 627 
Roberts, W. O., 642, 669 
Rochet, V., 664 
Rodman, J. S., 618 
Rollmann, 611 
Rongy, A. J., 656 
Ross, G. G., 607 
Riibsamen, 626 
Ryerson, FE. W., 617 
Santy, P.. 604 
Scadron, S. J., 655 
Schoene, G., 618 
Schottmiiller, H., 623 
Schulte-Tigges. 610 
Seri, G., 668 

Sharpe, N., 616 
Siegel, P. W., 600 
Simon, L., 667 
Simon, W. V., 663 
Smith, E. A., 624 
Smith, G. G., 666 
Smith, J. T., Jr., 656 
Soresi, A. L., 608 
Souttar, H. S., 629 
Spitzig, B. L., 640 
Squier, J. B., 671 
Steinbach, R., 611 
Stern, S., 625 
Stevens, T. G., 653 
Stoeckel, W., 661 
Stone, I. S., 644 
Stroganoff, W. W., 650 
Sudeck, P., 609 
Syring, 615 

Taylor, J. D., 616 
Theodor, P., 640 
Thévenot, L., 664 
Thompson, G. S., 663 
Todd, G. M., 610 
Tracy, S. E., 630 
Verhoef, H., 674 
Waterhouse, H. F., 623 
Waters, C. A., 660 
Weil, R., 622 
Weinstein, J., 677 
Welsch, H., 660 
Winter, G., 658 
Wislocki, G. B., 663 
Wolfsohn, G., 610 
Young, FE. B., 648 
Zinn, W.. 602 


viii 
\ 
| 
\ 


INTERNATIONAL ABSTRACT OF SURGERY ix 


CONSULTING EDITORIAL STAFF 
GENERAL SURGERY—Continued 


Stuart McGuire Lewis S. McMurtry Willy Meyer James E. Moore Fred T. Murphy John B. Murphy 
James M. Neff Edward H. Nichols A.J. Ochsner CharlesH. Peck J.R. Pennington S.C. Plummer 
Charles A. Powers Joseph Ransohoff H.M.Richter Emmet Rixford H.A.Royster W. E. Schroeder 
Charles L. Scudder M.G.Seelig E.J.Senn John E.Summers James E. Thompson Herman Tuholske 
George Tully Vaughan John R. Wathen. CANADA: E.W. Archibald G.E. Armstrong H. A. Bruce 
I.H. Cameron Jasper Halpenny J. Alex Hutchison Francis J. Shepherd F.N.G.Starr T. D. Walker. 
ENGLAND: H. Brunton Angus Arthur E. Barker W. Watson Cheyne W. Sampson Handley W. Arbuthnot 
Lane G.H.Makins Robert Milne B.G.A. Moynihan Rushton Parker Harold J. Stiles Gordon Taylor. 
IRELAND: William Ireland de C. Wheeler. 


GYNECOLOGY AND OBSTETRICS 


AMERICA: Frank T. Andrews Brooke M. Anspach W.E. Ashton J. M. Baldy Channing W. Barrett 
Herman J. Boldt J. Wesley Bovée LeRoy Broun MHenry T. Byford John G.Clark Edwin B. Cragin 
Carey Culbertson Thomas S. Cullen Edward P. Davis Joseph B. DeLee Robert L. Dickinson W. A. 
Newman Dorland E.C. Dudley Hugo Ehrenfest C.S. Elder Palmer Findley Henry D. Fry George 
Gellhorn J. Riddle Goffe Seth C. Gordon Barton C. Hirst Joseph T. Johnson Howard A. Kelly Albert 
F. A. King Florian Krug L. J. Ladinski H.F.Lewis Frank W. Lynch Walter P. Manton James W. 
Markoe E.E. Montgomery Henry P. Newman George H. Noble Charles E. Paddock Charles B. Penrose 
Reuben Peterson John O. Polak Wm.M.Polk Charles B. Reed Edward Reynolds Emil Ries John A. 
Sampson F. F. Simpson Richard R. Smith William S. Stone H. M. Stowe William E. Studdiford Frederick 
J. Taussig Howard C. Taylor Hiram N. Vineberg W.F.B. Wakefield George G. Ward, Jr. William H. 
Wathen J. Whitridge Williams. CANADA: W.W.Chipman William Gardner F.W. Marlow K. C. 
Mcliwraith B. P. Watson A. H. Wright. ENGLAND: Russell Andrews Thomas W. Eden W. E. Fothergill 
T. B. Hellier Thomas Wilson. SCOTLAND: William Fordyce J. M.Munro Kerr. IRELAND: Henry 
Jellett Hastings Tweedy. AUSTRALIA: Ralph Worrall. SOUTH AFRICA: H. Temple Mursell. INDIA: 
Kedarnath Das. 

GENITO-URINARY SURGERY 


AMERICA: Wm.L. Baum Wm. T. Belfield Joseph L. Boehm L.W.Bremerman Hugh Cabot John 
R. Caulk Charles H. Chetwood John H. Cunningham Ramon Guiteras Francis R. Hagner Robert Herbst 
Edward L. Keyes, Jr. Gustav Kolischer F.Kreissel Bransford Lewis G.FrankLydston Granville 
MacGowan L. E. Schmidt J. Bentley Squier B. A. Thomas Wm. N. Wishard Hugh H. Young 
Joseph Zeisler. ENGLAND: J. W. Thomson Walker John G. Pardoe. INDIA: Mrigendralal Mitra. 


ORTHOPEDIC SURGERY 


AMERICA: E.C. Abbott Nathaniel Allison W.S. Baer Gwilym G. Davis Albert H. Freiberg Arthur 
J. Gillette VirgilP. Gibney Joel E. Goldthwait G.W.Irving Robert W. Lovett George B. Packard 
W.W. Plummer John L. Porter John Ridlon Edwin W. Ryerson Harry M.Sherman David Silver 
H. L. Taylor H. Augustus Wilson James K. Young. CANADA: A. Mackenzie Forbes Herbert P. H. 
Galloway Clarence L. Starr. ENGLAND: Robert Jones A.H. Tubby George A. Wright. 


RADIOLOGY 


AMERICA: Eugene W. Caldwell Russell D. Carman James T. Case L. Gregory Cole Preston 
M. Hickey Henry Hulst George C. Johnston Sidney Lange George E. Pfahler Hollis E. Potter. 
CANADA: Samuel Cummings Alexander Howard Pirie. 


SURGERY OF THE EYE 


AMERICA: C.H. Beard E.V.L. Brown H.D. Bruns Vard H. Hulen Edward Jackson Francis Lane 
W.P. Marple William Campbell Posey Brown Pusey Robert L. Randolph John E. Weeks’ Cassius D. 
Wescott William H. Wilder Casey A. Wood Hiram Woods. ENGLAND: J.B. Lawford W. T. Holmes 
Spicer. SCOTLAND: George A. Berry A. Maitland Ramsey. 


| 


x INTERNATIONAL ABSTRACT OF SURGERY 
CONSULTING EDITORIAL STAFF—Continued 


SURGERY OF THE EAR 


AMERICA: Ewing W. Day Max A. Goldstein J. F.McKernon Norval H. Pierce S. MacCuen Smith. 
CANADA: H.S. Birkett. ENGLAND: A.H.Cheatle. SCOTLAND: A. Logan Turner. IRELAND: 
Robert H. Woods. 


SURGERY OF THE NOSE AND THROAT 


AMERICA: Joseph C. Beck T. Melville Hardie Thomas J. Harris Chrisham R. Holmes E. Fletcher 
Ingals Chevalier Jackson John N. MacKinzie G. Hudson Makuen George Paull Marquis John Edwin 
Rhodes. AUSTRALIA: A. J. Brady A.L. Kenney. INDIA: F. O’Kinealy. 


ABSTRACT EDITORIAL STAFF 


DEPARTMENT EDITORS 


DEAN D. LEWIS — General Surgery HOLLIS E. POTTER — Radiology 
CAREY CULBERTSON and CHARLES B. REED FRANCIS LANE — Surgery of the Eye 

— Gynecology and Obstetrics NORVAL H. PIERCE — Surgery of the Ear 
LOUIS E. SCHMIDT — Genito-Urinary Surgery T. MELVILLE HARDIE — Surgery of the Nose 
JOHN L. PORTER — Orthopedic Surgery and Throat 


GENERAL SURGERY 


AMERICA: Carroll W. Allen E.K. Armstrong Donald C. Balfour H.R. Basinger George E. Beilby 
Walter M. Boothby Barney Brooks Walter H. Buhlig Eugene Cary Otto Castle Phillips M. Chase 
James F. Churchill Isadore Cohn MKarlConnell Lewis B. Crawford V.C. David Nathan S. Davis III 
D. L. Despard A. Henry Dunn L.G. Dwan __‘—‘ Frederick G. Dyas Albert Ehrenfried A. B. Eustace 
Ellis Fischel Isaac Gerber Herman B.Gessner Donald C. Gordon Torr Wagner Harmer James P. 
Henderson M.S. Henderson Charles Gordon Heyd MHarold P. Kuhn Lucian H. Landry Felix A. Larue 
Halsey B. Loder Wm. Carpenter MacCarty Urban Maes B.F. McGrath R. W. McNealy Alfred H. Noehren 
Eugene J. O’Neill Matthew W. Pickard Frank W. Pinneo Eugene H. Pool H. A. Potts Martin B. Rehling 
E.C. Riebel Floyd Riley E.C.Robitshek M. J. Seifert O.R.Sevin J.H.Skiles Harry G. Sloan 
John Smythe CarlR. Steinke Lister H. Tuholske Henry J. Vanden Berg W.M. Wilkinson Espy M. 
Williams Erwin P. Zeisler. ENGLAND: James E. Adams Percival Cole Arthur Edmonds I. H. Houghton 
Robert E. Kelly William Gilliatt B.C. Maybury Eric P. Gould T.B.Legg Felix Rood E. G. Schlesinger 
B. Sangster Simmonds Harold Upcott O. G. Williams. SCOTLAND: JohnFraser_ A. P. Mitchell 
Henry Wade D.P.D. Wilkie. IRELAND: R. Atkinson Stoney. 


GYNECOLOGY AND OBSTETRICS 


AMERICA: S.W.Bandler A.C. Beck Daniel L. Borden D.H. Boyd Anna M. Braunwarth E. A. 
Bullard W.H.Cary Sidney A. Chalfant EdwardL.Cornell A.H.Curtis F.C.Esselbruegge Lilian K.P. 
Farrar W.B.Fehring HowardG.Garwood Maurice J.Gelpi Luba R.Goldsmith C.D.Hauch N. Sproat 
Heaney T.LeacraftHein D.S.Hillis John C.Hirst C.D.Holmes F.C.Irving Norman L. Knipe 
George W. Kosmak H.W. Kostmayer Julius Lackner Herman Lober Rafiel Lorini Donald Macomber 
Harvey B. Matthews L.P. Milligan Arthur A. Morse Ross McPherson Albert E. Pagan George W. Partridge 
Wm. D. Phillips Heliodor Schiller A. H. Schmitt Henry Schmitz Edward Schumann Emil Schwarz J. M. 
Slemons Camile J.Stamm Arnold Sturmdorf George de Tarnowsky S.B. Tyron Marie L. White P. F. 
Williams R.E. Wobus. CANADA: James R. Goodall H. M. Little. ENGLAND: Harold Chapple Harold 
Clifford F.H. Lacey W. Fletcher Shaw Clifford White. SCOTLAND: H. Leith Murray J. H. Willett. 


: \ 


INTERNATIONAL ABSTRACT OF SURGERY xi 


ABSTRACT EDITORIAL STAFF —Continued 


GENITO-URINARY SURGERY 


AMERICA: Charles E. Barnett J.D. Barney B.S. Barringer Horace Binney J.B. Carnett Frederick 

R. Charlton Theodore Drozdowitz J.S. Eisenstaedt H.A. Fowler F.E. Gardner Louis Gross Thomas C. 

Holloway H.G.Hamer Robert H. Ivy I. S. Koll H.A.Kraus Herman L. Kretschmer Martin Krotoszyner 

Victor D.Lespinasse William E.Lower FrancisM.McCallum Harvey A.Moore Stirling W. Moorhead 

A.Nelken C.O’Crowley Edward A. Oliver R.F.O’Neil H.D.Orr C.D. Pickrell H.W. Plaggemeyer 

\ H. J. Polkey Jaroslav Radda S.Wm.Schapira GeorgeG.Smith A.C.Stokes L.L. Ten Broeck G, J. 

Thomas H.W.E. Walther Carl Lewis Wheeler H. McClure Young. ENGLAND: J. Swift Joly Sidney 
G. Macdonald. IRELAND: Andrew Fullerton S.S. Pringle Adams A. McConnell. 


ORTHOPEDIC SURGERY 


AMERICA: Charles A. Andrews A.C. Bachmeyer George I. Baumann George E. Bennett Howard 
E. Bicker Lloyd T. Brown C. Herman Bucholz C.C. Chatterton W.A.Clark Robert B. Cofield Alex R. 
Colvin Arthur J. Davidson Frank D. Dickson F.J.Gaenslen Ph. Hoffman C.M. Jacobs S. F. Jones 
F. C. Kidner F. W. Lamb Paul B. Magnuson George J. McChesney H. W. Meyerding H.W. Orr Archer 
O’Reilly Robert G. Packard H.A.Pingree Robert O. Ritter J. W.Sever John J.Shaw Charles A. 
Stone Paul P. Swett H.B. Thomas James O. Wallace James T. Watkins C.E. Wells DeForest P. 
Willard H.W. Wilcox. CANADA: D.Gordon Evans. ENGLAND: Howard Buck E. Rock Carling 
Naughton Dunn E.Laming Evans W.H.Hey John Morley T. P. McMurray Charles Roberts G. D. Telford. 


RADIOLOGY 


AMERICA: David R. Bowen John G. Burke William Evans Isaac Gerber Amedee Granger G. W. m 
Grier Adolph Hartung Arthur Holding Leopold Jaches Albert Miller Edward H. Skinner David C. 
Strauss Frances E. Turley J. D. Zulick. 


SURGERY OF THE EYE 


AMERICA: E. W. Alexander N. M. Brinkerhoff C.G. Darling T. J. Dimitry J.B. Ellis E. B. Fowler 
Lewis J. Goldbach HarryS.Gradle J. MiltonGriscom D.Forest Harbridge Gustavus I. Hogue E. F. Krug 
G. Dvorak Theobald Walter W. Watson. ENGLAND: F. J. Cunningham M.L. Hepburn Foster Moore. 
SCOTLAND: John Pearson Arthur Hy. H. Sinclair Ramsey H. Traquair James A. Wilson. 


SURGERY OF THE EAR 


AMERICA: H. Beattie Brown J. R. Fletcher A. Spencer Kaufman Robert L. Loughren W. H. Theobald 
T. C. Winters. CANADA: H.W. Jamieson. ENGLAND: G. J. Jenkins. SCOTLAND: J. S. Fraser. 
IRELAND: T. O. Graham. 


SURGERY OF THE NOSE AND THROAT 


AMERICA: George M. Coates Carl Fischer R.Clyde Lynch Ellen J. Patterson. AUSTRALIA: V. 
Munro. INDIA: John T. Murphy. 


COLLABORATING EDITORIAL STAFF 
FOR FRANCE AND GERMANY 
Journal de Chirurgie: B. Cunéo J. Dumont A. Gosset P.Lecéne Ch. Lenormant R. Proust 


Zentralblatt fiir die gesamte Chirurgie und thre Grenzgebiete: A. Bier A. Frh. von Eiselsberg 
C. Franz O.Hildebrand A. Kohler E. Kuster F. de Quervain V. Schmieden 


Zentralblatt fiir die gesamte Gyndkologie und Geburtshilfe sowie deren Grenzgebiele: O. Beuttner 
A. Doderlein Ph. Jung B.Kronig C. Menge 0O.Pankow’ E.Runge_ E. Wertheim 
W. Zangemeister 


INTERNATIONAL ABSTRACT OF SURGERY 


EDITORIAL ANNOUNCEMENT 


“Tuberculosis of the Bones and Joints’ is the subject of the Collective 
Review to appear in the July issue of THE INTERNATIONAL ABSTRACT OF SUR- 
GERY, contributed by Dr. Henry Ling Taylor of New York. 

Dr. Taylor has reviewed the copious literature on this subject in a painstaking 
manner and deals with it exhaustively, giving his own conclusions from the 
consensus of opinions set forth by various authorities. 

The review is especially valuable in that it covers fully the effects which the 
newer methods of diagnosis and therapy have had in simplifying and clarifying 
a condition which unfortunately is so prevalent. A complete bibliography is 
appended. 


Other collective reviews to be published during the next few months are: 


Mechanismot Fracture... Emmet Rixrorp, M.D., San Francisco 


The Relation Between Gynecological! and Neurological 


Tuberculosis of the Genito-Urinary Tract.......J. H. CUNNINGHAM, Jr., M.D., Boston 
Cancer Ob te V. P. Briatr, M.D., St. Louis 
A Comparison of the Results in the Conservative and the Surgical Management of 
Suncery of the Bigger. J. BENTLEY SqurieR, M.D., New York 


The Use of the High-Frequency Current in Treatment of Tumors of the Bladder... . 

Uterine PALMER FINDLEY, M.D., Omaha, Neb. 
Cancer Treatment with the X-Ray, Diathermy, and Radium....................... 


The Status of the \. D. Lespinasse, M.D., Chicago 
Blood-Pressure and lis Relation to the Ductless Glands as an Important Factor in 
Pelvic Tuberculosis. ......... C. D. Haucu, M.D., Chicago 


Osporn POLAK, “M.D., and Harvey B. Marrnews, M.D., Brooklyn 
The Surgic ci Treatment of Tic Douloureux............ UrsaNn Mars. M.D., New Orleans 
The Present Status of Radiotherapy............ ... A. Howarp Pirre, M.D., Montreal 
Diagnostic Use of the X-Ray in Intrathoracic Disease 


...+......HENRY Hust, M.D., Grand Rapids, Mich, 
Surgery of the Seminal Vesicles and Their Ducts......... Joun R. Cautk, M.D., St. Louis 
Significance of L. L. Tex Broeck, M.D., Minneapolis, Minn- 


xii 


JUNE, 1915 


International 
Abstract Surgery 


SUPPLEMENTARY TO 


Surgery, Gynecology and Obstetrics 


PUBLISHED IN COLLABORATION WITH 
Journal de Chirurgie, Paris 


Zentralblatt fur die gesamte Chirurgie und ihre 
Grenzgebiete, Berlin 


Zentralblatt fur die gesamte Gynakologie und 
Geburtshilfe sowie deren Grenzgebiete, Berlin 


EDITORS 


FRANKLIN H. MARTIN, Chicago AUGUST BIER, Berlin 
SIR BERKELEY MOYNIHAN, Leeds PAUL LECENE, Paris 


EUGENE S. TALBOT, JR., Abstract Editor 


INTERNATIONAL SECRETARIES 
CARL BECK, Chicago J. DUMONT, Paris EUGENE JOSEPH, Berlin 


CONSULTING EDITORIAL STAFF 
GENERAL SURGERY 


AMERICA: E. Wyllys Andrews Willard Bartlett Frederic A. Besley Arthur Dean Bevan J. F. 
Binnie George E. Brewer W.B. Brinsmade John Young Brown David Cheever H. R. Chislett 
Robert C. Coffey F. Gregory Connell Frederic J. Cotton George W. Crile W.R. Cubbins Harvey 
Cushing J. Chalmers DaCosta Charles Davison D. N.Eisendrath J. M. T. Finney Jacob Frank 
Charles H. Frazier Emanuel Friend Wm. Fuller John H. Gibbon D. W. Graham W. W. Grant 
A. E. Halstead M.L. Harris A.P. Heineck William Hessert Thomas W. Huntington Jabez N. 
Jackson E.S. Judd C.E.Kahlke Arthur A. Law Robert G. Le Conte Dean D. Lewis Archibald 
Maclaren Edward Martin Rudolph Matas Charles H. Mayo William J. Mayo John R. McDill 


(Editorial Staff continued on pages ix, « and xi) 


Editorial communications should be sent to Franklin H. Martin, Editor, 30 N. Michigan Ave., Chicago 
Editorial and Business Offices: 30 N. Michigan Ave., Chicago, Illinois, U. S. A. 
Publishers for Great Britain: Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W. C. 


4 
= 
= 


Clinical Congress of Surgeons 
of North America 


SIXTH ANNUAL SESSION 
BOSTON 
OCTOBER 25 TO 29, 1915 


| 


ie 
4 


CLINICAL CONGRESS OF SURGEONS 
OF NORTH AMERICA 


Joun B. Murpay, President 
CHARLES H. Mayo, President-Elect 
GEorGE E. ARMSTRONG, Vice-President 


HERBERT A. Bruce, First Vice-President-Elect 
RoBeErtT L. Dickinson, Second Vice-President-Elect 
ALLEN B. KANAVEL, Treasurer. 


FRANKLIN H. Martin, Secretary-General 
A. D. BALtou, General Manager 


COMMITTEE ON ARRANGEMENTS FOR THE BOSTON MEETING 


F. B. Lunp, Chairman 


J. B. BLAKE E. A. CopMAN 
J. T. BorroMLey F. J. Corron 
E. G. BRACKETT E. A. CROCKETT 


E. H. BrRapFrorpD 

J. Emmons Briccs 
Casot 
Davip CHEEVER 

A. L. CHUTE 


J. H. Cunnincuag, Jr. 
HARVEY CUSHING 

J. E. GoLptawait 

W. P. GRAVES 


Lrincotn Davis, Secretary 


ELIzABETH T. GRAY SARAH E. PALMER 

C. A. PorTER 

EDWARD REYNOLDS 
Epwarp P. RICHARDSON 
C. L. ScupDER 

PAuL THORNDIKE 

W. F. WESSELHOEFT 


Horace PACKARD 
C. F. PAINTER 


THE CLINICAL CONGRESS IN BOSTON 


On the following pages will be found the first 
of a series of articles dealing with the importance 
of Boston as a medical and surgical center. In 
this series the history of Boston’s medical institu- 
tions will be reviewed and the present-day 
activities of the profession described. These 
articles are to appear in each issue of this maga- 
zine up to and including the October number. 

The plans for the Boston meeting are now well 
developed, and the preliminary schedule of clinics 
and demonstrations to be given in the hospitals 
and medical schools of Boston during the week of 
October 25th as printed in these pages strongly 
evidences the determination of the Committee 
on Arrangements that there shaH be a complete 
showing of Boston’s clinical facilities in all depart- 
ments. The published schedule, however, is a 
provisional one, and will be rearranged and am- 
plified during the months preceding the Congress. 

Following the precedent established at the 
London session in 1914, where the plan proved 
most successful, attendance at the Boston 
session will be limited in number, so that members 
may be assured that there will be no over- 
crowding. There will be a place for each one who 
receives a membership card. Advance registra- 
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tion will therefore be required, and within a few 
days a detailed announcement of the plans for 
the Boston session will be sent to all members 
of the Congress. Cards will be issued in order 
of application and when the registrations have 
reached the required number no further cards 
will be issued. 

The use of special tickets at previous meetings 
has thoroughly demonstrated the efficacy of this 
plan to provide for the distribution of the visiting 
surgeons among the several clinics, thereby pre- 
venting overcrowding. Admission to the clinics 
and demonstrations will therefore be by special 
tickets, which will be distributed to the members 
each day at headquarters, after the clinical pro- 
gram for the day has been posted on the bulletin 
board. 

Headquarters will be established at the Copley- 
Plaza, which is centrally located in the Back Bay 
district, and from which any of the hospitals and 
medical schools may be reached in a few minutes. 
The headquarters will be located on the ground 
floor of the hotel, where there is ample room for 
registration and ticket bureaus, bulletins, etc. 
On this floor also is the large ball-room in which 
the evening meetings will be held. 
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HARVARD MEDICAL SCHOOL’ 
By JOHN BAPST BLAKE, M.D., F.A.C.S., Boston 


were trained by older doctors, the younger 

men being students and assistants in the 
offices of leading practitioners. At present, 
however, the great progress in medicine has made 
the problem of medical education extremely 
difficult. 

Medicine cannot be taught either by lectures 
on general principles or by the citing of prece- 
dents. In this it differs from the work of both 
the theological and law faculties. 

In the science of medicine, precedents cannot 
be followed closely. The development has pro- 
gressed through a series of revolutions. To 
teach this historically is as difficult as to organize 
a department in the science of government by a 
succession of lectures from revolutionaries. The 
young doctor must be taught through actual 
contact with the sick, and trained as an appren- 
tice, but in order to do this it is necessary for 
him to have a thorough training in the funda- 
mental medical sciences, a knowledge which can 
be given only to a limited degree through books 
or lectures. The student must also be trained 
well both to observe facts accurately and to 
reason clearly from the facts observed with the 
aid of knowledge of a science based on the ob- 
servation of others. For all this a large equip- 
ment is necessary, and an able, trained and nu- 
merous teaching force. It is the aim of the 
Harvard Medical School to provide this in the 
best possible manner. 


[ the earlier days in this country, physicians 


LABORATORIES, HOSPITALS, LIBRARIES, AND 
MUSEUMS 

“The Harvard Medical School started as a 
branch of the University in 1782 when three pro- 
fessorships of medicine were established. The 
first degrees in medicine were conferred in 1788. 
Before 1811 the degree conferred was that of 
Bachelor of Medicine; after that date the degree 
of Doctor of Medicine was established. The 
first medical school was built in Boston in 1815. 
In 1906 the medical school moved into its new 
quarters on Longwood Avenue.” 

This statement appears in the official register 
of Harvard University. The first medical lec- 
tures were given in the basement of Harvard Hall; 


the first building devoted to medicine was Holden 
Chapel (1783). In 1810 the school moved to 
Boston, and occupied rooms in a building at or 
about the present No. 400 Washington Street. 
The first building planned and constructed 
definitely for the school was erected on Mason 
Street in 1815, and may still be seen, looking much 
as it did one hundred years ago: it is near the 
corner of West Street, and is at present an engine 
house of the Boston Fire Department. This 
structure was gradually outgrown, and the North 
Grove Street building, close to the Massachusetts 
General, was occupied in 1847; friends and bene- 
factors made this possible, the land being given 
by Dr. Parkman. Less than forty years later, 
the brick building at the corner of Boylston and 
Exeter streets was erected, and occupied in 1883, 
though for many years the old North Grove Street 
school was used for section teaching. Exeter 
Street seemed in the early eighties far away from 
the center of the city; indeed, the Back Bay lands 
were but lately filled in, and many of the now 
crowded streets were in the process of early con- 
struction. Transportation facilities were not 
good, the horse-cars in those days being small in 
size and few and far between. This Boylston 
Street building, with the Sears Pathological 
Laboratory added some ten years later, was in 
turn entirely outgrown, and the “New Medical 
School project,” first suggested by Dr. Henry 
Bowditch, gradually took form and shape; and 
in 1906 the present white marble buildings were 
formally dedicated by President Eliot. 

The cornoration, faculty, architects, and con- 
sultants endeavored to plan for many future 
years. The large buildings may be increased 
one-half beyond the present size, should this 
become necessary; there is still unoccupied land 
available. The rapid rise of hospitals about the 
school furnishes another factor which tends to 
strengthen the belief that the Harvard Medical 
School has at last, after many wanderings, found 
an abiding place for at least half a century to 
come. 

This new group is composed of four large 
laboratories, and an Administration Building. 
The arrangement encloses three sides of a graded 
court, which opens on Longwood Avenue facing 


1This description of the Harvard Medical School is condensed from an article written for the Harvard Alumni Bulletin by Dr. E. H. Bradford, 
Dean, Dr. Harold C. Ernst, and Dr. John Bapst Blake, and published February 10, 1915. Those who desire a more extensive description of thé 
school and, in particular, reference to its more distinguished graduates in the past, and to the contributions which the school has made to the 
science and art of medicine, are referred to the bulletin above mentioned. 
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toward the city of Boston. The Administration 
Building (A) stands at the head of the court, and 
contains offices of the dean, the faculty room, 
students’ room, central library, recitation 
rooms and amphitheaters, and the Warren 
Museum. The architects and builders have 
constructed a very dignified and very beautiful 
building, guarded by a row of huge and lofty 
columns on either front. Standing on the terrace 
and looking toward Boston, there are two large 
laboratories on each hand; that devoted to 
anatomy and histology (B) occupies the nearest 
position on the right, and beyond is pathology 
and bacteriology (D); at the left is physiology 
and chemistry (C), and beyond, surgery and 
hygiene (E). Allied branches and subdivisions 
of these sciences are housed with their respective 
parents. Each of the laboratory buildings con- 
tains its own amphitheater, its library, and its 
special facilities. All the buildings are connected 
by corridors and behind the laboratory (D) is a 
small animal house. The laboratories are con- 
structed upon the unit plan, the unit adopted 
being ten feet, including a window. In this way 
a room ten feet wide, or any multiple of ten, may 
be constructed by the simple placing of a partition 
of wire and concrete. 

The central library is on the ground floor of 
the Administration Building. The main room, 
of picturesque form, has been recently decorated 
and is called Charles B. Porter Hall, in memory 


of the distinguished surgeon. With its branches 
in the laboratory buildings, the library contains 
more than 25,000 volumes and 30,000 pamphlets. 

The upper three stories of the same building 
constitute the home of the Warren Museum. 
Founded by Dr. John C. Warren in 1847, and at 
first situated in the North Grove Street building, 
the museum has grown until it now possesses 
more than 10,000 specimens of normal and ab- 
normal anatomy, besides models of bones, cor- 
rosion preparations, etc. Every effort has been 
made to provide light and adequate protection 
to this extraordinary collection, and the great 
room, with its slender columns supporting two 
tiers of galleries, makes an adequate frame for 
the treasures it contains. 

The trustees of the Peter Bent Brigham Hos- 
pital early purchased part of the original twenty- 
six-acre tract on which the school buildings were 
erected. This hospital is now completed and oc- 
cupied, and contains two hundred and fifty beds, 
with every essential for the care of the sick and the 
investigation of disease that modern science, 
experience, and skill can supply. 

Standing close at hand is the graceful new white 
marble Infants’ Hospital of seventy beds; the 
new Children’s Hospital of two hundred and fifty 
beds, one of the most perfect plants in existence; 
the Huntington Memorial Hospital, with about 
thirty beds, devoted to the study of cancer; the 
Carnegie Food Laboratory; and the large central 
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powerhouse. Very near and toward the west 
are the Good Samaritan Hospital, the Psycho- 
pathic Hospital, and the Channing Home. 
Toward the east are the Dental School and the 
Animal Hospital. To these the Lying-In Hos- 
pital will soon be added. A short distance 
away, on the crest of Parker Hill, is the recently 
completed Robert Bent Brigham Hospital, one of 
the tinest institutions for the care of the chronic 
sick in the world; and just below, on the Parkway, 
is the Free Hospital for Women. Taken al- 
together, this is perhaps the most extraordinary 
existing group of modern hospitals, of every 
variety, clustered around a great medical school. 

Within the city limits and in cordial relation 
with the Harvard Medical School are other great 
institutions. The Massachusetts General Hos- 
pital, opened in 1821, is well known as one of 
the earliest and best institutions in this country. 
Besides bearing upon its rolls the names of 
Warren, Bigelow, Jackson, Fitz, and Richardson, 
the Massachusetts General Hospital has the 
undying fame of being the site of the first formal 
successful demonstration of ether anesthesia, 
America’s greatest contribution to the benefit 
of mankind. In the South End is the Boston 


At left, H. P. Bowditch, A.B., M.D. 
At right, J. C. Warren, A.B., M.D. 


Edward H. Bradford, M.D., F.A.C.S., 
Dean of the Medical Faculty. 


City Hospital, built half a century ago, and one of 
the best American examples of a municipal in- 
stitution. It maintains one thousand beds for 
the care of acute diseases, including contagious 
illness. The Boston Dispensary, a century old, 
recently much enlarged, is situated in the center 
of the city. 

The Carney Hospital stands on a hill in South 
Boston, and in the harbor is the Long Island 
Hospital for the care of the chronic sick. In the 
West End is the Charitable Eye and Ear In- 
firmary, housed in a new and admirable building; 
and within moderate distance stands the McLean 
Hospital and the Boston State Hospital, both 
for the care of the insane, and the Naval and 
Marine Hospitals, in Chelsea, to which come 
sailors from all parts of the world. 

In all these institutions taken together are 
nearly five thousard beds; and with their out- 
patient departments and convalescent homes they 
give treatment to at least half a million patients 
each year. 

Any and all of these patients may become the 
subject of observation and study by the medical 
students. Furthermore, these various institu- 
tions offer opportunities for recent graduates of 
the medical school to become house officers. The 
term of these interneships varies from six months 
to two years, and in some instances to longer 
periods. These positions vary not only in dura- 
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D. W. Cheever, A.B., M.D. 


tion, but also in the advanced work which they 
permit, some being positions of residents, sur- 
gical and medical, open only to students who 
have already finished terms as house officers. 
Altogether there are about one hundred positions 
each year open to Harvard students, usually 
upon the successful completion of a competitive 
examination. In some institutions Harvard 
students are preferred; and in a few, only Harvard 
students are accepted. 

More than ninety per cent of the graduates of 
the Harvard Medical School take house officer 
positions before beginning the practice of their 
profession, and this is strongly recommended by 
the school. Furthermore, efforts are being made 
to induce the state of Massachusetts to require 
a period of interneship at some recognized hos- 
pital before awarding the state license to practice. 

It needs no argument therefore to show that 
in clinical advantages the Harvard Medical 
School cannot be surpassed. Good and active 
use is made of these advantages; neither they nor 
the school laboratories are yet crowded to the 
utmost, since the school can accommodate still 
more students than are at present enrolled. But 
already signs of substantial increase appear, and 
this year’s catalogue contains the statement that 
the right is reserved to “refuse applicants, if 
the number admitted is as large as can be effec- 
tively taught.” 

Such is the plant of the medical school. The 
university and its sons may well be proud of it, 
and the community which it is built to serve 
find abundant benefit from its work. 


THE PRESENT AND FUTURE 


The Harvard Medical School was among the 
first in the country to establish a four-year 


J. C. White, A.B., M.D. 
Three Professors Emeriti. 


F. C. Shattuck, A.B., M.D. 


curriculum; graded courses, requiring examina- 
tion test for advancement; establishing the 
teaching of the fundamental medical sciences in 
preparation for the clinical branches. That 
the student should be able to profit by his op- 
portunities he should be adequately prepared, 
and the Harvard Medical School required as a 
requisite for admission a college education. 
Modern medicine has become so exacting in its 
demands that a preliminary science training in 
physics, chemistry, and biology is necessary be- 
fore medical studies are entered upon; and in 
addition to the A.B. or B.S. degree a year’s 
work of college grade in these sciences is needed 
as a requisite for admission to the medical school. 
This rule is thoroughly enforced, there being no 
probationers or special students, the only ex- 
ception being that students on the beginning of 
their third college vears, of exceptional excellence 
in scholarship and thoroughly prepared in their 
preliminary studies, may be admitted if they can 
furnish certified evidence of excellent scholarship. 

To diminish the financial burden of medical 
education upon the students of limited means, 
scholarships and student aid are disbursed under 
the charge of a director who informs himself on 
investigation of the actual needs of students who 
apply for aid. Two ample traveling scholarships 
are awarded annually for European study to 
recent graduates. 

The early medical school demanded instruction 
in few departments but a medical school today 
needs teaching in many branches. There are 
today at the present medical school 21 depart- 
ments and a teaching force of 131. 

In addition to the teaching of students an 
organized school for practitioners or post-graduate 
school is conducted under a dean and adminis- 
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J. B. S. Jackson, A.B., M.D. 


G. C. Shattuck, A.B., M.D. 


Three professors eminent in their day. 


trative board, giving courses throughout the 
whole year. As many as five or six hundred avail 
themselves of the opportunities offered by this 
school. 

A school for health officers and a school for 
the study of tropical medicine provide for the 
special education of those desiring to prepare 
themselves for special work. 

The importance of affections of the teeth and 
mouth and their relation to general health is now 
generally recognized. The disease was early 
recognized by the founders of the Harvard Dental 
School, who not only have elevated the art and 
science of dentistry, but have made the value of 
the school known both in this country and abroad. 
The proportionate number of European students 
enrolled at the Harvard Dental School is probably 
larger than in any department of the university. 

Recognizing the advantage to the community 
of a better knowledge of the nature of disease and 
its rational treatment, and that the check to the 
spread of quackery is a general enlightenment of 
the community, a course of public lectures was 
instituted and has been given for the past six 
years in one of the large lecture rooms of the 
medical school. These lectures have been largely 
attended. They have been extensively noticed 
in the daily press. Several of these have been 
published by the university and issued in a small 
book form and have met with a ready acceptance. 

The Harvard Medical School has grown, as 
public need has increased, from a_ successful 
preparatory school for young physicians to a 
medical center of high repute and an important 
part of Harvard University. 

Instruction has been furnished under the ad- 
ministration of the Faculty of Medicine in the 
past year to more than 1,000 pupils as follows: 


medical school, 310; graduate school, 552; dental 
school, 193. 

The M.D. degree conferred for work at the 
medical school requires four years’ technical 
work at the medical school. It also demands as 
a rule four years’ work in the undergraduate 
department of a university, with strict attention 
to scientific studies. The degree of Doctorate 
of Medicine is one of the most exacting in its 
requirements, as the profession of medicine is 
one of the most exacting in its demands. The 
high degree of Doctorate of Public Health is 
conferred only on those who devote an additional 
year to the study of hygiene, and represents one 
of the most important of degrees bestowed by the 
university. 

A scrutiny of the catalogue of the school in- 
dicates how extensively and how well the field 
of medical study is occupied by the various de- 
partments now active in work. 


RESEARCH WORK 

Though a medical school is not primarily a 
research institute, there is no reason why the 
teaching force should not engage also in research. 
The extent to which this is done is shown by 
work the value of which is fecognized by the 
medical scientific world. The teacher becomes 
stale if he is not himself a researcher, or in touch 
with research workers. ‘The student also needs 
the inspiration of fresh knowledge. The alma 


mater nourishing with modified milk only will 
find her alumni lacking in the true bone-salt of 
scholarship. 

The list of the recent activities in the research 
department at the school is a long one; among 
them can be mentioned here only a few of gener- 
ally recognized importance: 


the recondite and 
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important study of the chemical contents of the 
blood, the law of normal alkalinity of the blood 
and waste, the chemistry of tissue change, the 
relation of the nitrogen products of food to 
nutrition, the physiological changes in the se- 
cretions influencing digestion and influenced by 
the emotions, the chemistry of vibrated air, 
studies in the filterable germs, the pathological 
changes in the bone tissues in affections of the 
kidneys, the relation of organic disease of the 
brain and the best classification of mental dis- 
eases, the germ of whooping cough, the laws of 
heredity in cancer, the value of radium in the 
treatment of cancer and of methods of application 
of radium in the treatment of cancer, the laws 
affecting the growth of the embryo and the nature 
of the cell, surgery of the nervous system and of 
the brain and the hypophysis. 

It may be claimed at last that a beginning has 
been made in the establishment of what was the 
purpose of President Eliot and the promoters of 
the new mecical school buildings; namely, the 
establishmeni of a medical university equipped 
in every way for the study of disease and the 
promotion of all knowledge needed for relieving 
human suffering. 


STUDENT ACTIVITIES 

The occupation of the new buildings in 1906 
developed a new phase in student life at the school. 
Certain members of the building committee, 
realizing the cramped condition of the stu- 
dents at the old school, had provided for a large 
and accessible students’ room in the new Ad- 
ministration Building, and upon the students fell 
the responsibility of the proper utilization of 
this room. Its furnishing and maintenance and 
a small textbook library became the object of a 
newly formed Students’ Library Association, and 
prompt subscription from the student body 
provided a well-furnished lounging room with 
a piano, Morris chairs, large rugs, and a well- 
filled shelf of the more important textbooks. 

Subsequent!y, as the association became 
better established, it assumed other functions, 
such as the welcoming of new students at a re- 
ception in early October, extension of the work 
of Phillips Brooks House in the medical school, 
establishment of a historical society, and co- 
operation with the faculty in the arrangement in 
certain courses. At present its membership 


comprises, with but few exceptions, the entire 
enrollment of the school, and with yearly dues of 
$1.00 the organization has an adequate financial 
basis. 

A few new activities have been undertaken by 


the association during the past year. Outside 
speakers of recognized ability have addressed the 
members on subjects related to medicine. Last 
spring, George A. Gordon, D.D., spoke on “The 
Physician as a Human Influence,” and President- 
Emeritus Eliot spoke on certain ethical and social 
aspects of the medical profession. Other student 
organizations — as the Boylston Medical Soci- 
ety, Alpha Omega Alpha, and the Innominate 
Club — have agreed to give up some of their 
meetings in favor of the larger gatherings of the 
Association, and in this way invited speakers 
are assured of a representative student audience. 

To give space for the new central library in 
the Administration Building, the Association has 
relinquished its room on the ground floor and 
established itself on the second floor above the 
faculty room, leaving to the library, however, 
its small collection of textbooks. It is expected 
that this change of location alone will greatly 
increase the usefulness of the library to the stu- 
dents, and as the Brigham Hospital Library 
shares the same room, a well-equipped reading- 
room open during the evening is made perma- 
nently possible. 

To fill a long felt need at the school the as- 
sociation with the generous aid of the Medical 
School Alumni Association has furnished two 
pleasant rooms in the basement of Building A, 
where the New England Kitchen Company serves 
excellent lunches on the cafeteria plan. This 
café has been in operation since October 17, 1914, 
and its average attendance has been 150. The 
association owns the furniture of the kitchen 
and dining-room, and coéperates in every way 
with the caterers in the management of the 
lunches. More than anything since the estab- 
lishment of the students’ room in 1906, this new 
departure in the association’s activities has 
proved valuable to the students. So many of 
them live away from the neighborhood of the 
school, and their work is often so confining that 
they see more of one another at luncheon than 
anywhere else. The success of these new rooms 
points to success in further attempts to unify and 
simplify the medical students’ existence,— such 
success as a medical school union would most 
perfectly realize. 

To the visitor the most interesting part of the 
medical school is perhaps the Warren Museum, 
notwithstanding the fact that to the non-pro- 
fessional mind a museum of anatomy is usually 
a place of horror, suggesting a Danse Macabre, 
in short a Golgotha, a place perhaps of service 
to the instructed, but repellent to the refined. 
Procul este, profani. 
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That the Warren Museum can be an exception 
to this, and offer to the thoughtful an unusual 
attraction, is due not only to the tradition which 
is gathered around this remarkable collection, 
representing nearly a century of zealous work, 
but in part to the skill of the architect who has 
constructed a room flooded with light, overlooking 
and placed in the center of a remarkable group 
of buildings devoted to the relief of suffering 
mankind. 

The Warren Museum may be said to represent 
the heart of a great institution of medical learning 
and research. It is filled with carefully collected 
medical treasures laboriously brought together 
by men who in the past century thought earnestly 
and worked devotedly for the advancement of 
medical science. This is made evident by the 
group of marble portraits, bringing to mind the 
recollection of remarkable men who may be 
regarded as now holding a perpetual session, a 


higher faculty of past masters of medical thought 
in deliberation over the science of medicine and 
what can be done to alleviate the ills of man- 
kind. 

If perhaps they wonder at the revelations of 
modern science and at the problems which con- 
front their successors, may they not also look 
forward to greater wonders yet to come from the 
great institution of learning, study, investigation, 
which has grown up from the earnest beginnings 
and zealous efforts of those who labored devotedly 
in the past? 

No one can visit the buildings of the Harvard 
Medical School without being filled with the im- 
pression that nowhere is the study and investiga- 
tion of disease in its various manifestations con- 
ducted more earnestly and efficiently than in the 
group of buildings, laboratories, lecture-rooms, 
and hospitals assembled under the direction of 
the Medical Department of Harvard University. 


PRELIMINARY CLINICAL PROGRAM FOR BOSTON MEETING 


MASSACHUSETTS GENERAL HOSPITAL 


Monday 
C. A. PortER—o. Operations: Goiter. Cancer of 
stomach. 
D. F. Jones—o. Operations: Cancer of rectum (first 
stage). 


R. C. Casot, Hucu Casot, and Oscar RICHARDSON — 10. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 


HucuH Casot et al— 2. Operations: Epididymectomy 
for tuberculosis. Litholapaxy for stone in bladder. 
Ureterotomy for stone. 


C. L. ScuppER — 3. Demonstration: Fractures. 
Huca — 3. Demonstration: Cases. 


Tuesday 

E. G. Brackett and R. B. Oscoop — 9g. Operations: 
Excision of knee, with bone plates. Exploration of 
knee joint through median incision. 

D.L. Epsatt—10_ Clinic. 

C. L. Scupper and H. F. HeEwes—i1o. Demonstration: 
Diagnosis and treatment of chronic gastric ulcer. 

G. W. W. BrEwsTER — 2. Operations: Hysterectomy for 


fibroids. Appendectomy. 
Lrncoin Davis — 2. Operations: Ureterotomy for stone. 
Hysterectomy. 


Rocer I. Lee and BetH VINCENT — 2. Demonstration: 


Splenectomy for pernicious anemia. 
C. C. Simmons — 3. Demonstration: Osteomyelitis. 
G. A. LELAND, Jk. — 3. Demonstration: Anthrax. 


Wednesday 
F. G. BatcH—g. Operations: 
dominal tumor. 
R. B. GrEENouGH — 9. Operations: Benign tumor of 
breast. Cancer of breast. 


Z. B. Apams, H. A. DANFortH, and C. H. Bucnoiz — 10. 
Demonstration: Scoliosis. 


L. T. BRown — 10. Demonstration: Postural defects. 

FARRAR Copp — 2. Operations: Hysterectomy for cancer 
(Wertheim). 

Huc# — 2. Operations: Gall-bladder. 


R. C. Casot, Hucu Casot, and Oscar RICHARDSON —3. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 


Prostatectomy. Ab- 


Thursday 
Casot et al—g. Operations: Nephrectomy for 
tuberculosis. Pyelotomy for stone. Prostatectomy. 
R. C. Casot—1o. Clinic. 
ABNER Post—10. Demonstration: Congenital syphilis. 
E. G. Brackett and R. B. Oscoop—z2. Operations: Open 
operation on hip. Gig-saw osteotomy of knee joint. 
C. A. Porter, A. K. Stone, H. F. Hewes, and J. B. 
HARTWELL — 3. Demonstration: Tuberculous cer- 
vical adenitis. 


W. J. MIXxXTER — 3. 
skull. 


Demonstration: Fracture of the 


Friday 
C. L. ScuppER — 9. Operations: Duodenal ulcer. Can- 
cer of stomach. Fracture of femur. 
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R. B. GRrEENOUGH —9. Operations: Cancer of jaw, 
tongue or lip. 

J. C. WarreN— 10. Demonstrations: Reminiscences of 
the discovery of ether. 

C. A. PorTtER — 10. Demonstration: Cases. 

R. H. MILLER — 10. Demonstration: Tetanus. 

C. A. PoRTER— 2. Operations: Tuberculous cervical 
adenitis. Operation on peripheral nerve. 

D. F. Jones — 2. Operations: Cancer of rectum (second 
stage). 

Surgical Specialties 

A. J. P. Crark, H. P. Mosuer, D.C. GREENE, 
W. F. Knowtes, H. A. Barnes, C. Ropsrins, and 
F. E. GARLAND — Eye, ear, nose and throat clinics, 
daily. 

G. H. Wricut — Demonstrations in oral surgery. 

J. L. Goopate — Demonstration: The diagnosis and 
desensitizing of hay fever. 


BOSTON CITY HOSPITAL 


Monday 
J. B. BLake, W. E. FAULKNER, and L. R. G. CRANDON — 
9. Operations: Surgical. 
F. S. NEweE.t, E. B. Younc, and N. R. Mason — 2. 
Operations: Gynecological. 
G. P. SANBORN — 3. Demonstration: End results in the 
tuberculin treatment of lymphnodular tuberculosis. 
F. W. Wuite, F. B. Lunn, and R. D. LEonarp — 4. 
Demonstration: Diagnosis and treatment of ulcer 
and cancer of the stomach (medical, surgical, X-ray). 


Tuesday 
F. B. Lunn, F. J. Cotton, and D. D. SCANNELL — 9. 
Operations: Surgical. 

PauL THORNDIKE and assistants — 2. 
Genito-urinary. 
PauL THORNDIKE — 3. 
Renal calculus. 
Horace BINNEY— 4. Demonstration: Treatment of 

tumors of the bladder with the high frequency current. 


Operations: 


Demonstration: Prostatectomy. 


Wednesday 

E. H. Nicuots, H. A. Lorurop, and J. C. HuBBARD — 9g. 
Operations: Surgical. 

J. B. Brake, W. E. FAULKNER, and L. R. G. CrRanpon 
— 2. Operations: Surgical. 

J. B. Brake —3. Demonstration: 
Banti’s disease. 

A. R. Kimpton — 4. 


Splenectomy for 


Demonstration: Transfusion by 


the use of glass cylinders. Bone tumors. Resection 
of the stomach for sarcoma. 
Thursday 
Paut THORNDIKE and assistants—g. Operations: 


Surgical. 

F. B. Lunp, F. J. Cotton, and D. D. SCANNELL — 2. 
Operations: Surgical. 

F. J. Cotron — 3. Demonstration: Artifical impactions 
in fracture of the hip. Joint affections. 
tions of the lower epiphysis of the femur. 


Separa- 


F. B. Lunp — 4. Demonstration: Results of operative 
treatment of fractures, particularly with Parham and 
Martin bands. 

H. CUNNINGHAM — 4:30. Demonstration: Congeni- 
tal cystic kidney. Results of operations for intestinal 
tuberculosis. Nephrectomy for acute unilateral 
hematogenous infections of the kidney. 

F. H. Lanrey — 5. Demonstration: Cardiospasm. Car- 

cinoma of the jejunum. Resection of the rectum with 
perineal anus. 


— 


Friday 
F. S. NEWELL, E. B. Youns, and N. R. Mason — g. 
Operations: Gynecological. 
E. H. Nicnots, H. A. Loturop, and J. C. HUBBARD — 2. 
Operations: Surgical. 


E. H. NicnHors—3. Demonstration: Results and 
methods of operating for osteomyelitis. Cerebral 
surgery. 


H. A. LotHrop — 4. Demonstration: A new operation 
on the frontal sinus. 

J. C. Hupparp— 5. Demonstration: Sarcoma of the 
femur. Excision of the transverse colon. Perforation 
of duodenal ulcer. Transverse duodenal removal of 
a gallstone. Rupture of the liver. 

In connection with the operative clinics, special demon- 
strations will be given where possible of special methods of 
anesthesia: Intratracheal, spinal, etc., by J. E. BUTLER, 
F. L. Ricuarpson, and N. N. Morse. 


CHILDREN’S HOSPITAL 


Orthopedic Department 


R. W. Lovett, A. THORNDIKE, ROBERT SOUTTER, A. 
EHRENFRIED, A. T. LEGG, J. W. SEVER, and HENRY 
J. Fitzsimmons — Daily, 9 to 11. Orthopedic 
operations: Reduction of congenital dislocation of the 
hip by various methods, and especially by a special 
machine. Tendon transplantations, capsule reefing, 
etc., in infantile paralysis. The use of silk ligaments 
in infantile paralysis. The operative correction of 
club foot. The Hibbs and Albee operations for tuber- 
culosis of the spine. The operative treatment for 


spastic paralysis. Operations for coxa vara. Bone 
transplantations. 
R. W. Lovett — Monday, 2:30 and 5:10. Demonstra- 


tion: The treatment of infantile paralysis by muscle 
training, with exhibition of patients. The treatment 
of scoliosis by forcible jackets. Application of jackets 
and demonstration of results. 

Ropert Soutter and A. T. LEGG Monday, 3:15. 
Demonstration: Exhibition of the results of the 
operative treatment of infantile paralysis. 

E. G. Martin — Monday, 3:30. Demonstration: An 
apparatus to determine the strength of muscles 
affected by infantile paralysis, with conclusions to be 
drawn from observations made by it. 

J. J. Tuomas and J. W. SEvER — Monday, 4. Demon- 
stration: Obstetrical paralysis and fracture of the 
acromion process simulating it. Monday, Tuesday 
and Wednesday, 3. Demonstration: Treatment of 
paralysis by muscle training. 

A. THORNDIKE — Monday, 4:30. Demonstration: End- 
results in osteoplastic operation for spinal tubercu- 
losis. 
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Percy Brown — Monday, 4:50. Demonstration: Rént- 
gen results in osteoplastic spinal operations. Thurs- 
day, 4. Demonstration: Result of réntgen investi- 
gation in cases of fibrous stenosis of the pylorus in 
children. Daily, to to 4. Exhibition of réntgeno- 
grams, réntgen department. 

RosBert SouTTeR — Thursday, 3. Operation: A new 
operation for flexion contraction of the thigh in infan- 
tile paralysis. 

A. T. Lecc — Thursday, 3:30. Operation: Transplanta- 
tion of the origin of the pectoralis major muscle in 
paralysis of the shoulder. 

A. EHRENFRIED — Thursday, 2:30. Demonstration: 
Multiple enchondroma. 

H. J. Frrzstumons — Monday, Tuesday and Wednesday, 
3. Demonstration: Treatment of scoliosis with 
methods in use, cases and records. Thursday, 4:20. 
Demonstration: Apparatus for reduction of congeni- 
tal hip dislocations. 

Prors. Ernst, Fortn, Hunt, CANNON and WOoLBACcH, 
Drs. STONE and Morse — Thursday, 4:30. Clinic: 
Infantile paralysis. 

Visit to orthopedic wards daily, 11 to 12. The new 
hospital buildings will be open to inspection by visitors 
daily, 9 to ro. 


Surgical Department 


J. S. Stone, W. E. Lapp, C. G. Mrxter and T. W. Har- 
MER — Daily, 11 to 1. Surgical operations: Harelip, 
cleft palate, empyema, hernia, cervical adenitis, 
webbed fingers, hypospadias, undescended testis, etc. 

C. G. Mrxter — Tuesday, 2:30. Demonstration: Im- 
perfect and ectopic anus. Wednesday, 2:30. Demon- 
stration: Tuberculous peritonitis. Pyloric stenosis. 
Undescended testis. 

W. E. Lapp — Tuesday, 2:30. Demonstration. Cervical 
adenitis. Wednesday, 2:30. Demonstration: In- 
tussusception. Harelip and cleft palate. 

J. S. Stone, W. E. Lapp and J. J. THomas — Tuesday, 
2:30. Demonstration: Fractures in children, sub- 
periosteal and epiphyseal, elbow joint fractures, 
Volkman’s ischemic contractures. 

J. S. Stone — Wednesday, 2:30. Demonstration: Some 
obscure abdominal conditions. Empyema. Harelip 
and cleft palate. Acute epiphyseal lesions. 

T. W. Harmer — Wednesday, 2:30. Demonstration: 
The treatment of birthmarks. 

Prors. Ernst, Fortin, Hunt, CANNonN, WoLBAcH, Drs. 
Lovett, STONE and Morse — Tuesday, 4:30. Clinic: 
Cervical adenitis. 

Drs. Crosspy, GREENE and F. E. GARLAND, three after- 
noons. Eye, Ear, Nose and Throat clinic. 

Visit to general surgical wards daily, 10 to 11. 


PETER BENT BRIGHAM HOSPITAL 


Harvey Cusuinc — Daily. Clinics or demonstrations: 
Surgery of the brain, pituitary body, spinal cord, 
peripheral nerves. 

Davip CHEEVER and JoHN Homans — Daily. Opera- 
tions: Surgical. 

Henry A. CHRISTIAN, CHANNING FROTHINGHAM, and 
others of the medical staff will co-operate in giving 
clinics or demonstrations on selected topics, such as 
the electrocardiogram, etc. 


MASSACHUSETTS HOMEOPATHIC HOSPITAL 


Monday 
A. G. Howarp and H. Moor—E—g. Operations: Or- 
thopedic. 
J. H. Payne and D. W. WELLS — 9. Operations: Eye. 
Drs. Rice, Houcuton and C. Smita — 2. Operations: 
Nose and throat. 


W. F. WessELHOEFT and T. E. CHANDLER — 2. Opera- 
tions: General surgery. 


Tuesday 
J. E. Brrccs and C. T. Howarp—g. Operations: 
General surgery. 
G. A. Surva and A. W. Horr — 9. Operations: Eye. 
Horace Packarp and C. T. Howarp — 2. Operations: 
General surgery. 
Drs. Rice, Houcuron and Smita—2. Operations: 
Nose and throat. 
Wednesday 


Drs. Rice, Houcutron, JouHnson, and Busu — 9. 
Operations: Nose and throat. 


GeorceE H. Eart and H. Moor—E—g. Operations: 
Orthopedic. 


W. F. WEsSELHOEFT and R. C. Wiccin — 2. Operations: 
General surgery. 


F. W. Cotpurn — 2. Operations: Ear. 


Thursday 
J. E. Briccs and C. CrANE—g. Operations: General 
surgery. 
Drs. Rice, Houcuron and C. Smita — 9g. Operations: 
Nose and throat. 
G. R. SoutHwick — 2. Operations: Gynecological. 


Demonstrations 

W. H. Watters — Surgical pathology. 
G. A. SurrA — Ophthalmotrope. 

Routine Examination of Ante-partem Cases 
day 10. 

Social Service Clinic for Post-partem Cases — Thurs- 
day, 2. 

Daily clinics in twilight sleep. 

Daily exhibition of new maternity building. 


Wednes- 


TUFTS MEDICAL SCHOOL 


A. W. GreorGe — Daily, 2 to 5. Réntgenological demon- 
stration. 


CARNEY HOSPITAL 


T. Botromtry and D. F. Manoney — Monday, 
Wednesday and Friday, 9. Operations: Surgical. 
W. R. MacAustanp and A. R. MAcAusLAnp — Monday, 
Wednesday and Friday, 9. Operations: Orthopedic. 
F. W. Jounson and S. Rusumore — Tuesday and Thurs- 
day, 9. Operations: Gynecological. 


FREE HOSPITAL FOR WOMEN 


Drs. GRAVES, PEMBERTON, WADSWORTH, HuTcHINs and 
BAKER — Tuesday, Wednesday and Thursday, 9. 
Operations: Gynecological. 
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Dr. PEMBERTON — Wednesday, 2:30. Cystoscopic dem- 
onstration. 

Dr. Hutcuins — Thursday, 
Laboratory specimens. 


2:30. Demonstrations: 


ST. ELIZABETH’S HOSPITAL 


Drs. LANE and SuppLE — Monday and Thursday, 9. 
Operations. 
Dr. Cronin — Monday, Thursday and Friday, 10. Ward 


visit. Wednesday, 9. Intravenous salvarsan injec- 
tions. 

Dr. BropericK — Tuesday, 9. Orthopedic operations 
and clinic. 


Dr. Cuute — Wednesday and Friday, 9. 
Genito-urinary. 

Drs. BRAINERD and Hotmes — Tuesday, 9. Nose and 
throat clinic. 

Dr. Downtnc — Monday and Friday, 11. 
tions: Laboratory technique. 

Dr. ButLtER — Tuesday and Thursday, to. 
strations: X-ray. 

Drs. McDonatp and 
Eye clinic. 

The history, diagnosis, and indication for operation, in 
each case will be discussed previous to operation by Dr. 
Cronin of the medical service and Dr. Butler of the rént- 
genological department. 


Operations: 


Demonstra- 
Demon- 


McApams — Wednesday, to. 


ROBERT BRIGHAM HOSPITAL 


F. PAINTER, EDWARD RICHARDSON, LLoyp T. 
Brown and MILLtER— Tuesday and 
Thursday — 10. Operations. Monday, Wednesday 
and Friday, 3. Clinics: Surgery of chronic diseases, 
arthritis, intestinal tuberculosis, peritoneal adhe- 
sions, hemolytic diseases. 


LONG ISLAND HOSPITAL 


F. H. Laney — Monday, 2. Operations. 
H. CuNNINGHAM— Tuesday and Wednesday, 2. 
Operations. 

RoBERT SOUTTER — Thursday and Friday, 2. Operations. 
NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN 
Mary A. and Assy M. — Monday and 

Thursday, 10. Operations: Gynecological. 
EuizaBetu T. Gray and Letitia D. ApAms — Monday, 
2; Tuesday, 10. Operations: Gynecological. 
Emma B. CuLpertson and GLapys Cooper — Tuesday 
and Friday, 2. Operations: Gynecological. 
FLORENCE DuckeErINcG and LetiT1A D. ApAMs — Wednes- 
day, 10; Thursday, 2. Operations: Gynecological. 
Maupe Carvitt — Thursday, 2. Eye clinic. 
MARGARET Noyes — Wednesday, 2. Ear, 
throat clinic. 


nose and 


Ear. nose and throat 


IsABELLE D. — Friday, to. 
clinic. 


Scopolamine-morphia anesthesia both with and 
without ether will be used during these clinics. Statistics, - 
covering six years continuous use of this form of surgical 
anesthesia, on over 1400 cases, are available. Dr. Abby 
M. O’Keefe, professional anesthetist, has entire charge of © 
this department. 


HOUSE OF THE GOOD SAMARITAN 


Drs. SoutTER, LEGG and SEVER — Monday, Wednesday 
and Friday, 10. Clinics: Infantile paralysis, muscle 
transplantation, flattened condition of the head of 
the femur, obstetrical paralysis. 


CODMAN HOSPITAL 


E. A. CopMan — Tuesday, 10. Operations: Surgical. 
Demonstration of lesions about shoulder joint. 
Thursday, ro. Operations: Surgical. Demonstra- 
tion of lesions of duodenum. 


MASSACHUSETTS CHARITABLE EYE AND EAR 
INFIRMARY 


Drs. Crockett, MosHErR, and EMerson — Monday and 
Friday. Otological clinic. 

Drs. Jack, WALKER, Powers and BLopcEetr — Tues- 
day. Otological clinic. 

Drs. HamMonD, WHITE and FAuNcE — Wednesday. 
Otological clinic. 

Drs. Jack, KNowLes, ToBpey and Bocan — Thursday. 
Otological clinic. 

Eye clinic daily from 9 to 12. Various operations on 
lids, tear sac and muscles of the eye. ' Different types of 
operation for cataract and glaucoma. Magnet operations 
for the removal of foreign bodies from the eye. Different 
methods of using local anesthesia. Tuberculosis of the 
eye. Interstitial keratitis of specific origin. Ophthalmia 
neonatorum and gonorrheal ophthalmia in adults. Local- 
ization of foreign bodies in the eye by the X-ray. Demon- 
stration of opthalmometer for measuring astigmatism of 
the lens. Demonstration of lantern slides by pathological 
department. 


HARVARD MEDICAL SCHOOL 


Prors. CouncitMAN and MAttory — Demonstration: 
Pathology. 

Prors. CANNON and W. T. Porter — Demonstration: 
Physiology. 

Pror. Fortin — Demonstration: Chemistry. 

Pror. Stronc — Demonstration: Tropical Medicine. 

Pror. Rein Hunt — Demonstration: Pharmacology. 


Drs. Orpway and TyzzeErR — Demonstration: Cancer 
research. 


JoHN WARREN — Demonstration: Anatomy. 


W. F. Wuaitney — Demonstration: Warren anatomical 
museum. 


F. T. Lewis — Demonstration: Embryology. 
J. E. Gotprawait — Demonstration: Visceroptosis. 
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PRELIMINARY CLINICAL PROGRAM FOR BOSTON MEETING 


Tut WEEK OF OCTOBER 25, I9I5 


MASSACHUSETTS GENERAL HOSPITAL 


Monday 
C. A. Porter—og. Operations: Goiter. Cancer of 
stomach. 
D. F. Jones —o. Operations: Cancer of rectum (first 
stage). 


R. C. Casot, Hucu CAport, and Oscar RICHARDSON — 10. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 

Casor et al— 2. Operations: Epididymectomy 
for tuberculosis. Litholapaxy for stone in bladder. 
Ureterotomy for stone. 

C. L. Scupper — 3. Demonstration: Fractures. 

Huca WILiIAMs 


3. Demonstration: Cases. 


Tuesday 
E. G. Brackett and R. B. OsGoop —o. Operations: 
Excision of knee, with bone plates. Exploration of 
knee joint through median incision. 
D. L. Epsatt —10_— Clinic. 


C. L. Scupper and H. F. Hewes—i1o. Demonstration: 
Diagnosis and treatment of chronic gastric ulcer. 

G. W. W. BREWSTER — 2. Operations: Hysterectomy for 
fibroids. Appendectomy. 

LiNcoLN Davis — 2. Operations: Ureterotomy for stone. 
Hysterectomy. 


Rocer I. Lee and Bera Vincent — 2. Demonstration: 
Splenectomy for pernicious anemia. 

C. C. Simmons — 3. Demonstration: Osteomyelitis. 

G. A. LELAND, Jr. — 3. Demonstration: Anthrax. 


Wednesday 

G. Batcu —g. Operations: Prostatectomy. Ab- 
dominal tumor. 

R. B. GreenoucH — 9. Operations: Benign tumor of 
breast. Cancer of breast. 

Z. B. Apams, H. A. Danrortn, and C. H. BucnoLz — 10. 
Demonstration: Scoliosis. 

L. T. Brown — 10. Demonstration: Postural defects. 

FARRAR Copp — 2. Operations: Hysterectomy for cancer 
(Wertheim). 

Hucu WILLIAMS — 2. Operations: Gall-bladder. 

R. C. Caspot, Hucu Casot, and Oscar RICHARDSON —3. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 


Thursday 
Huca Capor et al—go. Operations: Nephrectomy for 
tuberculosis. Pyelotomy for stone. Prostatectomy. 
R. C. Casot — 10. Clinic. 
ABNER Post 10. Demonstration: Congenital syphilis. 


E.G. Brackett and R. B. Oscoop—2. Operations: Open 
operation on hip. Gig-saw osteotomy of knee joint. 
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C. A. Porter, A. K. Stone, H. F. Hewes, and J. B. 
HARTWELL — 3. Demonstration: Tuberculous cer- 
vical adenitis. 

W. J. Mixter — 3. Demonstration: Fracture of the 
skull. 

Friday 


~ 


>. L. Scupper — 9. Operations: Duodenal ulcer. Can- 
cer of stomach. Fracture of femur. 


B. GREENOUGH — g. Operations: 
tongue or lip. 

C. WARREN — 10. Demonstrations: Reminiscences of 
the discovery of ether. 

. A. PorTER — 10. Demonstration: Cases. 

. H. MILLER — 10. Demonstration: Tetanus. 

A. Porter — 2. Operations: Tuberculous cervical 
adenitis. Operation on peripheral nerve. 

D. F. Jones — 2. Operations: Cancer of rectum (second 

stage). 


Cancer of jaw, 


Surgical Specialties 

A. J. P. Crark, H. P. Mosuer, D.C. GREENE, 
W. F. Know tes, H. A. BArNeEs, C. Ropsins, and 
I’. E. GARLAND — Eye, ear, nose and throat clinics, 
daily. 

G. H. Wricut — Demonstrations in oral surgery. 

J. L. GoopaLte — Demonstration: The diagnosis and 
desensitizing of hay fever. 


BOSTON CITY HOSPITAL 


Monday 
. B. BLake, W. E. FAULKNER, and L. R. G. CRANDON — 
9. Operations: Surgical. 
IF. S. Newe.ti, E. B. Younc, and N. R. Mason — 2. 
Operations: Gynecological. 
G. P. SANBORN — 3. Demonstration: End results in the 
tuberculin treatment of lymphnodular tuberculosis. 
F. W. Waite, F. B. Lunn, and R. D. LEonARD — 4. 
Demonstration: Diagnosis and treatment of ulcer 
and cancer of the stomach (medical, surgical, X-ray). 


— 


Tuesday 
*, B. Lunp, F. J. Cotron, and D. D. SCANNELL — 9. 
Operations: Surgical. 
PauL THORNDIKE and 
Genito-urinary. 
PAUL THORNDIKE — 3. 
Renal calculus. 
Horace Binney — 4. Demonstration: Treatment of 
tumors of the bladder with the high frequency current. 


>| 


assistants — 2. Operations: 


Demonstration: Prostatectomy. 


Wednesday 
KE. H. Nicuots, H. A. Lorurop, and-J. C. — 9. 
Operations: Surgical. 
J. B. Biake, W. E. FAuLKNeR, and L. R. G. CrANDON 


—? 


2. Operations: Surgical. 


J. B. BLrake— 3. Demonstration: Splenectomy for 
Banti’s disease. 
A. R. Kimpton — 4. Demonstration: Transfusion by 


the use of glass cylinders. Bone tumors. Resection 
of the stomach for sarcoma. 


Thursday 

PauL THORNDIKE and assistants — 9. 
Surgical. 

B. Lunn, F. J. Cotton, and D. D. SCANNELL — 2. 
Operations: Surgical. 

‘, J. Corron — 3. Demonstration: Artifical impactions 
in fracture of the hip. Joint affections. Separa- 
tions of the jower epiphysis of the femur. 

I. B. Lunp — 4. Demonstration: Results of operative 
treatment of fractures, particularly with Parham and 
Martin bands. 

J. H. CunnincHam — 4:30. Demonstration: Congeni- 
tal cystic kidney. Results of operations for intestinal 
tuberculosis. _ Nephrectomy for acute unilateral 
hzmatogenous infections of the kidney. 

H. Lanzy — 5. Demonstration: Cardiospasm. Car- 
cinoma of the jejunum. Resection of the rectum with 
perineal anus. 


Operations: 


Le >| 


= 
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Friday 
I. S. E. B. Younc, and N. R. Mason — g. 
Operations: Gynecological. 


Ik. H. Nicuors, H. A. Lorurop, and J. C. — 2, 
Operations: Surgical. 

Ik. Hi. Nicnots— 3. Demonstration: Results and 
methods of operating for osteomyelitis. Cerebral 


surgery. 

H. A. Lorarop — 4. Demonstration: A new operation 
on the frontal sinus. 

J. C. Hussarp— 5. Demonstration: Sarcoma of the 
femur. Excision of the transverse colon. Perforation 
of duodenal ulcer. Transverse duodenal removal of 
a gallstone. Rupture of the liver. 

In connection with the operative clinics, special demon- 
strations will be given where possible of special methods of 
anesthesia: Intratracheal, spinal, etc., by J. E. BuTLer, 
F. L. Ricuarpson, and N. N. Morse. 


CHILDREN’S HOSPITAL 


Orthopedic Department 
R. W. Lovetr, A. THORNDIKE, RoBertT SouTrer, A. 
EHRENFRIED, A. T. LEGG, J. W. Sever, and HENry 
J. Firzsimmons — Daily, 9 to 11. Orthopedic 
operations: Reduction of congenital dislocation of the 
hip by various methods, and especially by a special 
machine. Tendon transplantations, capsule reefing, 
etc., in infantile paralysis. The use of silk ligaments 
in infantile paralysis. The operative correction of 
club foot. The Hibbs and Albee operations for tuber- 
culosis of the spine. The operative treatment for 


spastic paralysis. Operations for coxa vara. Bone 
transplantations. 
R. W. Loverr — Monday, 2:30 and 5:10. Demonstra- 


tion: The treatment of infantile paralysis by muscle 
training, with exhibition of patients. The treatment 
of scoliosis by forcible jackets. Application of jackets 
and demonstration of results. 

Rospert SoutterR and A. T. Lecc — Monday, 3:15. 
Demonstration: Exhibition of the results of the 
operative treatment of infantile paralysis. 


E. G. Martin — Monday, 3:30. Demonstration: An 


apparatus to determine the strength of muscles 
affected by infantile paralysis, with conclusions to be 
drawn from observations made by it. 
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J. J. Tuomas and J. W. Sever — Monday, 4. Demon- 
stration: Obstetrical paralysis and fracture of the 
acromion process simulating it. Monday, Tuesday 
and Wednesday, 3. Demonstration: Treatment of 
paralysis by muscle training. 

A. THORNDIKE — Monday, 4:30. Demonstration: End- 
results in osteoplastic operation for spinal tuberculosis. 

Percy Brown — Monday, 4:50. Demonstration: Rént- 
gen results in osteoplastic spinal operations. ‘Thurs- 
day, 4. Demonstration: Result of réntgen investi- 
gation in cases of fibrous stenosis of the pylorus in 
children. Daily, 10 to 4. Exhibition of réntgeno- 
grams, réntgen department. 

Ropert — Thursday, 3. Operation: A new 
operation for flexion contraction of the thigh in infan- 
tile paralysis. 

A. T. Lecc — Thursday, 3:30. 
tion of the origin of the pectoralis major muscle in 
paralysis of the shoulder. 

A. EHRENFRIED — Thursday, 
Multiple enchondroma. 

H. J. Fitzsimmons — Monday, Tuesday and Wednesday, 
3. Demonstration: Treatment of scoliosis with 
methods in use, cases and records. Thursday, 4:20. 
Demonstration: Apparatus for reduction of congeni- 
tal hip dislocations. 

Prors. Ernst, Fortin, Hunt, CANNON and WotrBAcu, 


2:30. Demonstration: 


Drs. STONE and Morst — Thursday, 4:30. Clinic: 
Infantile paralysis. 
Visit to orthopedic wards daily, 11 to 12. The new 


hospital buildings will be open to inspection by visitors 

daily, 9 to to. 

Surgical Department 

J. S. Stone, W. E. Lapp, C. G. MIxTErR and T. W. Har- 
MER — Daily, 11 to 1. Surgical operations: Harelip, 
cleft palate, empyema, hernia, cervical adenitis, 
webbed fingers, hypospadias, undescended testis, etc. 

C. G. MrxtTeEr — Tuesday, 2:30. Demonstration: Im- 
perfect and ectopic anus. Wednesday, 2:30. Demon- 
stration: Tuberculous peritonitis. Pyloric stenosis. 
Undescended testis. 

W. E. Lapp — Tuesday, 2:30. Demonstration. Cervical 
adenitis. Wednesday, 2:30. Demonstration: In- 
tussusception. Harelip and cleft palate. 

J. S. Stone, W. E. Lapp and J. J. THomas — Tuesday, 
2:30. Demonstration: Fractures in children, sub- 
periosteal and epiphyseal, elbow joint fractures, 
Volkman’s ischemic contractures. 


J. S. Stone — Wednesday, 2:30. Demonstration: Some 
obscure abdominal conditions. Empyema. Harelip 
and cleft palate. Acute epiphyseal lesions. 

T. W. Harmer — Wednesday, 2:30. Demonstration: 


The treatment of birthmarks. 

Prors. Ernst, Fortin, Hunt, CANNon, Drs. 
Lovett, STONE and Morse — Tuesday, 4:30. Clinic: 
Cervical adenitis. 

Drs. Crossy, GREENE and F. E. GARLAND, three after- 
noons. Eye, Ear, Nose and Throat clinic. 

Visit to general surgical wards daily, 10 to 11. 


PETER BENT BRIGHAM HOSPITAL 


Harvey Cusuinc — Daily. Clinics or demonstrations: 


Surgery of the brain, pituitary body, spinal cord, 
peripheral nerves. 


Operation: Transplanta- . 


Davin CHEEVER and Joun Homans — Daily. 
tions: Surgical. 

Henry A. CHRISTIAN, CHANNING FROTHINGHAM, and 
others of the medical staff will co-operate in giving 
clinics or demonstrations on selected topics, such as 
the electrocardiogram, etc. 


Opera- 


MASSACHUSETTS HOMEOPATHIC HOSPITAL 


Monday 
A. G. Howarp and H. Moorr — 0. 
thopedic. 
J. H. Payne and D. W. WELts — 9. Operations: Eye. 
Drs. Rice, Houcnuton and C. Smita — 2. Operations: 
Nose and throat. 


Operations: Or- 


W. F. Wessetnoert and T. FE. CHANpLeER — 2. Opera- 

tions: General surgery. 
Tuesday 

J. E. Briccs and C. T. Howarp—g. Operations: 
General surgery. 

G. A. Surra and A. W. Horr — 9. Operations: Eye. 

Horace Packarp and C. T. Howarp — 2. Operations: 
General surgery. 

Drs. Rice, Houcuton and — 2. Operations: 


Nose and throat. 


Wednesday 

Drs. Rice, Houcuton, Jounson, Smitu and Busn — 9. 
Operations: Nose and throat. 

Georce H. Eart and H. Moore —o. 
Orthopedic. 

W. F. WesSELHOEFT and R. C. WIGGIN — 2. 
General surgery. 

F. W. CoLtpurn — 2. Operations: Ear. 


Operations: 


Operations: 


Thursday 

J. E. Briccs and C. Crane —o9. 
surgery. 

Drs. Rick, Houcuton and C. Smitn — o. 
Nose and throat. 

G. R. Soutuwick — 2. Operations: Gynecological. 


Operations: General 


Operations: 


Demonstrations 

W. H. Watters — Surgical pathology. 
G. A. SurrA — Ophthalmotrope. 

Routine Examination of Ante-partem Cases — Wednes- 
day to. 

Social Service Clinic for Post-partem Cases — Thurs- 
day, 2. 

Daily clinics in twilight sleep. 

Daily exhibition of new maternity building. 


FREE HOSPITAL FOR WOMEN 


Drs. GRAVES, PEMBERTON, WapswortnH, Hutcuins and 
BAKER — Tuesday, Wednesday and Thursday, 9. 
Operations: Gynecological. 

Dr. PEMBERTON — Wednesday, 2:30. Cystoscopic dem- 
onstration. 

Dr. Hurcutss — Thursday, 2:30. 
Laboratory specimens. 


Demonstrations: 
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CARNEY HOSPITAL 
T. Borromtry and D. F. Manoney — Monday, 
Wednesday and Friday, 9. Operations: Surgical. 
W. R. MacAustanp and A. R. MacAustanp — Monday, 
Wednesday and Friday, 9. Operations: Orthopedic. 
F. W. Jounson and S. RusumMore — Tuesday and Thurs- 
day, 9. Operations: Gynecological. 


ST. ELIZABETH’S HOSPITAL 

Drs. LANE and SuppLE — Monday and Thursday, 9. 
Operations. 

Dr. Cronin — Monday, Thursday and I’riday, 10. Ward 
visit. Wednesday, 9. Intravenous salvarsan injec- 
tions. 

Dr. BropertcK — Tuesday, 9. 
and clinic. 


Orthopedic operations 


Dr. Cuute — Wednesday and Friday, 9. Operations: 
Genito-urinary. 

Drs. BRAINERD and Hotmes — Tuesday, 9. Nose and 
throat clinic. 

Dr. Downtnc — Monday and Friday, 11. Demonstra- 
tions: Laboratory technique. 

Dr. Butter — Tuesday and Thursday, to. Demon- 


strations: X-ray. 
Drs. McDonatp and McApams — Wednesday, 10. 
Eye clinic. 

The history, diagnosis, and indication for operation, in 
each case will be discussed previous to operation by Dr. 
Cronin of the medical service and Dr. Butler of the rént- 
genological department. 


ROBERT BRIGHAM HOSPITAL 


CHARLES F. PAInter, Epwarb RicHArvson, Lioyp T. 
Brown and RicHarp MILLER — Tuesday and 
Thursday — 10. Operations. Monday, Wednesday 
and Friday, 3. Clinics: Surgery of chronic diseases, 
arthritis, intestinal tuberculosis, peritoneal adhe- 
sions, hemolytic diseases. 


LONG ISLAND HOSPITAL 
F. H. Laney — Monday, 2. Operations. 
J. H. Cunnincuam — Tuesday and Wednesday, 2. 
Operations. 
Rosert SoutterR — Thursday and Friday, 2. Operations. 


TUFTS MEDICAL SCHOOL 


A. W. GeorGe — Daily, 2 to 5. Réntgenological demon- 
stration. 


NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN 

Mary A. Situ and Assy M. O’Kreere — Monday and 
Thursday, 10. Operations: Gynecological. 

EvizABetH T. Gray and Letitia D. AbAMS — Monday, 
2; Tuesday, 10. Operations: Gynecological. 

Emma B. CuLBertTson and GLapys Cooper — Tuesday 
and Friday, 2. Operations: Gynecological. 


FLorENCE DuckertnG and Letitia D. ADAMS — Wednes- 
Operations: Gynecological. 


day, 10; Thursday, 2. 


Maupe Carviit — Thursday, 2. Eye clinic. 

MarGaret Noyes — Wednesday, 2. Ear, nose and 
throat clinic. 

IsABELLE D. — Friday, 10. 
clinic. 

Scopolamine-morphia anesthesia both with and 
without ether will be used during these clinics. Statistics, 
covering six years continuous use of this form of surgical 
anesthesia, on over 1400 cases, are available. Dr. Abby 
M. O’Keefe, professional anesthetist, has entire charge of 
this department. 


Ear, nose and throat 


HOUSE OF THE GOOD SAMARITAN 


Drs. SouTTer, Lecc and SEVER — Monday, Wednesday 
and Friday, to. Clinics: Infantile paralysis, muscle 
transplantation, flattened condition of the head of 
the femur, obstetrical paralysis. 


CODMAN HOSPITAL 


Ik. A. CopMANn — Tuesday, 10. Operations: Surgical. 
Demonstration of lesions about shoulder joint. 
Thursday, to. Operations: Surgical. Demonstra- 
tion of lesions of duodenum. 


MASSACHUSETTS CHARITABLE EYE AND EAR 
INFIRMARY 

Drs. Crockett, MosHer, and Emerson — Monday and 
Friday. Otological clinic. 

Drs. Jack, WALKER, Powers and BLopGett -— Tues- 
day. Otological clinic. 

Drs. Hammonp, WHITE and Taunce — Wednesday. 
Otological clinic. 

Drs. Jack, KNowLes, Tobey and’ Bocan — Thursday. 
Otological clinic. 

Eye clinic daily from g to 12. Various operations on 
lids, tear sac and muscles of the eye. Different types of 
operation for cataract and glaucoma. Magnet operations 
for the removal of foreign bodies from the eye. Different 
methods of using local anesthesia. Tuberculosis of the 
eye. Interstitial keratitis of specific origin. Ophthalmia 
neonatorum and gonorrheal ophthalmia in adults. Local- 
ization of foreign bodies in the eye by the X-ray. Demon- 
stration of opthalmometer for measuring astigmatism of 
the lens. Demonstration of lantern slides by pathological 
department. 


HARVARD MEDICAL SCHOOL 
Prors. COUNCILMAN and MAtiory — Demonstration: 
Pathology. 
Prors. CANNON and W. T. Porter — Demonstration: 
Physiology. 
Pror. Fortin — Demonstration: Chemistry. 
Pror. StRonG — Demonstration: Tropical Medicine. 
Pror. Reip Hunt — Demonstration: Pharmacology. 


Drs. Orpway and TyzzErR — Demonstration: Cancer 
research. 


Joun WaRREN — Demonstration: Anatomy. 


W. F. Waitnry — Demonstration: Warren anatomical 
museum. 


F. T. Lewis — Demonstration: Embryology. 
J. E. Gotptuwait — Demonstration: Visceroptosis. 
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THE CLINICAL CONGRESS IN BOSTON 


HE sixth annual session of the Clinical 
Congress of Surgeons of North America 
will be held in Boston the week of October 

25,1915. An invitation was tendered by a com- 
mittee of Boston surgeons and accepted by the 
executive committee on behalf of the Congress. 
A committee on arrangements composed of Boston 
surgeons representing the several hospitals has 
been formed (see list above) and is preparing 
a program of clinics and demonstrations that will 
afford the visiting surgeons a splendid oppor- 
tunity of witnessing the work of the Boston sur- 
geons and clinicians in their hospitals. The 
plans are comprehensive, as the committee is de- 
termined that there shall be a complete show- 
ing of Boston’s facilities in every branch of sur- 
gery and allied specialties. The clinical program 
will include operative clinics in general surgery, 
gynecology, obstetrics, genito-urinary surgery, or- 
thopedics, surgery of the eye, ear, nose and 
throat, together with a large number of demon- 
strations in surgical and border line subjects. 
The headquarters of the Congress will be at 
the Copley-Plaza — Boston’s newest hotel — 
which is centrally situated in the Back Bay dis- 


trict and from which any of the hospitals and 
medical schools may readily be reached in a few 
minutes. The major portion of the ground floor 
of this hotel has been reserved for the use of the 
Congress during the week, affording ample space 
for the registration and ticket bureaus, bulletins, 
etc. Adjacent to these rooms is the large ball 
room, in which will be held the evening meetings. 

Following the precedent established at the 
London session, attendance at the Congress 
will be limited to a number that can be «mfort- 
ably cared for at all times. An announcement 
of the plans for this session will be sent shortly 
to members of the Congress and advance registra- 
tions will be requested of all who wish to attend. 
When the required number of registrations is 
reached no further applications will be received 
for the Boston session. 

Admission to the clinics and demonstrations 
will be strictly controlled by means of special 
tickets which will be distributed daily at head- 
quarters in order oi application after the clinical 
schedule has been posted. The exact capacity of 
each theater and lecture room will be carefully 
ascertained in advance and the number of tickets 
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for each clinic and demonstration will be regulated 
in accordance therewith. 

The importance of Boston as a medical center 
is so well established that little may be added to 
what is already well known with regard to its 
medical schools and hospitals. Boston has a 
large number of public and private hospitals 
and included in this list are several institu- 
tions which exemplify the most modern ideas 
as to construction and equipment. Notable ex- 
amples are the Peter Bent Brigham, Children’s, 
Infant’s, and Collis P. Huntington Memorial 
Hospitals, in connection with Harvard Medical 
School. 

Among the hospitals which will codéperate in 
the clinical program are: 

Massachusetts General 
Boston City 
Children’s 
Homeeopathic 

Peter Bent Brigham 
Carney 


Free Hospital for Women 

St. Elizabeth’s 

New England Hospital for Women and 

Children 

Robert Brigham 

Frost 

Faulkner 

Eliot 

Long Island 

Lying-In 

Boston Dispensary 

Massachusetts Eye and Ear Infirmary 

Forseyth Infirmary 

Following plans established at previous con- 

gresses, there will be sessions each evening at 
which eminent American and foreign surgeons 
will read papers dealing with surgical subjects 
of present-day interest and these will be discussed 
by local surgeons. A preliminary program of 
these evening meetings will be published in an 
early issue of this journal. 
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THE CLINICAL CONGRESS IN BOSTON 


HE plans for the Boston session are well 
under way and a preliminary schedule of 
operative clinics and demonstrations to be 

given in the hospitals and medical schools of 
Boston during the week of October 25th before 
the members of the sixth Clinical Congress of 
Surgeons of North America will be found on the 
following pages. 

It will be understood that this published sched- 
ule is a provisional one and is to be rearranged and 
amplified during the months preceding the Con- 
gress, as the work of the Committee on Arrange- 
ments progresses. The Committee is deter- 
mined that during the week of the Congress there 
shall be a most complete showing of Boston’s 
clinical facilities in all departments. Every 
branch of surgery is to be included: gynecology, 
obstetrics, genito-urinary surgery, orthopedics, 
surgery of the eye, ear, nose, and throat. A sub- 
committee, with Dr. Eugene A. Crockett of the 


Massachusetts Charitable Eye and Ear Infirmary 
as Chairman, has been named to have charge of 
the eye, ear, nose, and throat clinics. Another 
sub-committee, of which Dr. Robert W. Lovett 
is Chairman, will arrange a series of demonstra- 


tions and lectures to be given by Boston’s best- | 


known surgeons and internists on border-line 
subjects, and these, it is expected, will be of very 
great interest. 


LIMITED ATTENDANCE 

It has been decided to limit the attendance at 
the Boston session to a number that can be com- 
fortably cared for at all times, following out the 
precedent established at the last session in Lon- 
don. Advance registration will therefore be 
required, and within a few weeks a detailed an- 
nouncement of the plans for the Boston session 
will be sent to all members of the Congress, and 
to those surgeons who have attended previous 
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sessions. Cards will then be issued in order of 
application up to the limit named by the Com- 
mittee. 
HEADQUARTERS 

The Executive Committee of the Congress has 
arranged for the establishment of headquarters 
at the Copley-Plaza, which is centrally located in 
the Back Bay district, and from which any of the 
hospitals and medical schools may be reached in a 
few minutes. The headquarters of the Congress 
will be on the ground floor of the hotel, where 
there is ample space for the registration and 
ticket bureaus, bulletins, etc. On this floor, also, 
is the large ball-room, in which the evening meet- 
ings will be held. 

SPECIAL TICKETS 

As their use at previous meetings has thorough- 
ly demonstrated the efficacy of special tickets to 
prevent overcrowding at the hospitals and to 
provide for the distribution of the visitors among 


the several clinics, admission to all clinics and 
demonstrations will be by special tickets, which 
will be distributed to members each day at head- 
quarters, after the clinical program for the day 
has been posted on the bulletin board. 


EVENING MEETINGS 


The Executive Committee of the Congress is 
arranging for meetings on four evenings of the 
week. The presidential meeting will occur on 
Monday evening, at which time the address of 
the President-elect, Dr. Charles H. Mayo, will be 
read. On Tuesday, Wednesday, and Thursday 
evenings there will be two meetings, one, for the 
section on general surgery; the other, for the sec- 
tion on surgical specialties. The Executive 
Committee will select men to read papers at these 
evening meetings, because of their especial fitness 
to discuss the subjects under consideration. The 
principal papers will be read by visiting surgeons 
and will be discussed by local surgeons. 
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PRELIMINARY CLINICAL PROGRAM 


MASSACHUSETTS GENERAL HOSPITAL 


Monday 
C. A. Porter —g. Operations: Goiter. Cancer of 
stomach. 
D. F. Jones —o. Operations: Cancer of rectum (first 
stage). 


R. C. Canor, HuGH Capor, and Oscar RICHARDSON — 10. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 

HucH Capor et al— 2. Operations: Epididymectomy 
for tuberculosis. Litholapaxy for stone in bladder. 
Ureterotomy for stone. 

C. L. ScuppEr — 3. 

WILLIAMS — 3. 


Demonstration: Fractures. 
Demonstration: Cases. 


Tuesday 


E. G. Brackett and R. B. Oscoop — 9. Operations: 
Excision of knee, with bone plates. Exploration of 
knee joint through median incision. 

D. L. Epsatt — 10. Clinic. 

C. L. Scupper and H. F. Hewes—1o0. Demonstration: 
Diagnosis and treatment of chronic gastric ulcer. 

G. W. W. BrewstER — 2. Operations: Hysterectomy for 
fibroids. Appendectomy. 

LINcOLN Davis — 2. Operations: Ureterotomy for stone. 
Hysterectomy. 

Rocer I. Lee and Beta Vincent — 2. Demonstration: 
Splenectomy for pernicious anemia. 

C. C. Sinmons — 3. Demonstration: Osteomyelitis. 

G. A. LELAND, Jr. — 3. Demonstration: Anthrax. 


Wednesday 


G. Batcu —o. Operations: Prostatectomy. Ab- 
dominal tumor. 

R. B. GreenoucH — 9. Operations: Benign tumor of 
breast. Cancer of breast. 

Z. B. Avams, DANFortTH, and BucttoLtz — 10. De- 
monstration: Scoliosis. 

L. T. Brown — 10. Demonstration: Postura! defects. 

FARRAR — 2. Operations: Hysterectomy for cancer 
(Wertheim). 

HucGu — 2. Operations: Gall-bladder. 

R. C. Canot, Hucu Cazor, and Oscar RICHARDSON —3. 
Demonstration: Comparison of clinical evidence with 
postmortem findings. 


Thursday 


Huca Casor et al—g. Operations: Nephrectomy for 
tuberculosis. Pyelotomy for stone. Prostatectomy. 


R. C. Casot — 10. Clinic. 
ABNER Post —10. Demonstration: Congenital! syphilis. 


I. G. Brackett and R. B. Oscoop — 2. Operations: 
Open operation on hip. Gig-saw osteotomy of knee 
joint. 

*. A. Porter, A. K. Stone, H. F. Hewes, and J. B. 
HARTWELL — 3. Demonstration: Tuberculous cer- 
vical adenitis. 

W. J. MIXTER — 3. 

skull. 


Demonstration: Fracture of the 


Friday 


C. L. ScupperR — 9. Operations: Duodenal ulcer. Can- 
cer of stomach. Fracture of femur. 

R. B. Greenovucn —o. Operations: Cancer of jaw, 
tongue or Jip. 

J. C. Warren — 10 Demonstrations: Reminiscences of 

the discovery of ether. 

A. PorTER — 10. Demonstration: Cases. 

. HL. Mitter — 10. Demonstration: Tetanus. 

A. Porter — 2. Operations: Tuberculous cervical 

adenitis. Operation on peripheral nerve. 

D. . Jones — 2. Operations: Cancer of rectum (second 
stage). 


OBO 


Surgical Specialties 


A. CooiwcE, J. P. CLARK, H. P. Mosuer, D.C. GREENE, 
W. F. Knowres, H. A. BArNres, C. Ropsrns, and 
I’. I. GARLAND — Eye, ear, nose and throat clinics, 


daily. 
G. II. Wricat — Demonstrations in oral surgery. 
J. L. GoopaLte — Demonstration: The diagnosis and 


desensitizing of hay fever. 


BOSTON CITY HOSPITAL 


Monday 


— 


. B. BLAkr, W. E. FAULKNER, and L. R. G. CRANDON — 
9. Operations: Surgical. 

F. S. Newer, E. B. Younc, and N. R. Mason — 2. 

Operations: Gynecological. 


G. P. SANBORN — 3. Demonstration: End results in the 
tuberculin treatment of lymphnodular tuberculosis. 
IF. W. Wutre, F. B. Lunp, and R. D. Leonarp — 4. 


Demonstration: Diagnosis and treatment of ulcer 
and cancer of the stomach (medical, surgical, X-ray). 


Tuesday 


>| 


B. Lunp, F. J. Corton, and D. D. SCANNELL — 0. 
Operations: Surgical. 

Paut THorNpDIKE assistants— 2. Operations: 
Genito-urinary. 

PavuL THoRNDIKE — 3. Demonstration: Prostatectomy. 
Renal calculus. 

Horace — 4. Demonstration: Treatment of 

tumors of the bladder with the high frequency current. 
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Wednesday 


E. H. Nicuots, H. A. Loturop, and J. C. HUBBARD — 9. 
Operations: Surgical. 

J. B. Brake, W. E. FAULKNER, and L. R. G. CRANDON 
— 2. Operations: Surgical. 

J. B. BrakeE—3. Demonstration: Splenectomy for 
Banti’s disease. 

A. R. Kimpton — 4. Demonstration: Transfusion by 
the use of glass cylinders. Bone tumors. Resection 
of the stomach for carcinoma. 


Thursday 


Paut THORNDIKE and assistants — 9. 
Surgical. 

F. B. Lunn, F. J. Corron, and D. D. SCANNELL — 2. 
Operations: Surgical. 

F. J. Corron — 3. Demonstration: Artifical impactions 
in fracture of the hip. Joint affections. Separa- 
tions of the lower epiphysis of the femur. 

*, B. Lunp — 4. Demonstration: Results of operative 
treatment of fractures, particularly with Parham and 
Martin bands. 

H. CuNNINGHAM — 4:30. Demonstration: Congeni- 
tal cystic kidney. Results of operations for intestinal 
tuberculosis. _ Nephrectomy for acute unilateral 
hematogenous infections of the kidney. 

*, H. Laney — 5. Demonstration: Cardiospasm. Car- 

cinoma of the jejunum. Resection of the rectum with 
perineal anus. 


Operations: 


— 


— 


Friday 

F. S. NEWELL, E. B. Younc, and N. R. Mason — 9. 
Operations: Gynecological. 

E. H. Nicnots, H. A. Loturop, and J. C. HUBBARD — 2. 
Operations: Surgical. 

E. H. Nicnots—3. Demonstration: Results and 
methods of operating for osteomyelitis. Cerebral 
surgery. 

H. A. Lotorop — 4. Demonstration: A new operation 
on the frontal sinus. 

J. C. Hupparp — 5. Demonstration: Sarcoma of the 
femur. Excision of the transverse colon. Perforation 
of duodenal ulcer. Transverse duodenal removal of 
a gallstone. Rupture of the liver. 

In connection with the operative clinics, special demon- 
strations will be given where possible of special methods of 
anesthesia: Intratracheal, spinal, etc., by J. E. BuTLER, 
I. L. Rrcnarpson, and N. N. Morse. 


CHILDREN’S HOSPITAL 


Orthopedic Department 


R. W. Lovett, A. THORNDIKE, ROBERT SouTTER, A. 
EHRENFRIED, A. T. Lecc, J. W. SEVER, and HENRY 
J. Firzsiumons — Daily, 9 to 11. Orthopedic 
operations: Reduction of congenital dislocation of the 
hip by various methods, and especially by a special 
machine. Tendon transplantations, capsule reefing, 
etc., in infantile paralysis. The use of silk ligaments 
in infantile paralysis. The operative correction of 
club foot. The Hibbs and Albee operations for tuber- 
culosis of the spine. The operative treatment for 
spastic paralysis. Operations for coxa vara. Bone 
transplantations. 


R. W. Lovett — Monday, 2:30 and 5:10. Demonstra- 
tion: The treatment of infantile paralysis by muscle 
training, with exhibition of patients. The treatment 
of scoliosis by forcible jackets. Application of jackets 
and demonstration of results. 

RosBert SoutTer and A. T. LeGG — Monday, 3:15. 
Demonstration: Exhibition of the results of the 
operative treatment of infantile paralysis. 

E. G. Martin — Monday, 3:30. Demonstration: An 
apparatus to determine the strength of muscles 
affected by infantile paralysis, with conclusions to be 
drawn from observations made by it. 

J. J. Tuomas and J. W. Sever — Monday, 4. Demon- 
stration: Obstetrical paralysis and fracture of the 
acromion process simulating it. Monday, Tuesday 
and Wednesday, 3. Demonstration: Treatment of 
paralysis by muscle training. 

A. THORNDIKE — Monday, 4:30. Demonstration: End- 
results in osteoplastic operation for spinal tuberculosis. 

Percy Brown — Monday, 4:50. Demonstration: Rént- 
gen results in osteoplastic spinal operations. Thurs- 
day, 4. Demonstration: Result of réntgen investi- 
gation in cases of fibrous stenosis of the pylorus in 
children. Daily, 10 to 4. Exhibition of réntgeno- 
grams, réntgen department. 

RosBert SoutrER — Thursday, 3. Operation: A new 
operation for flexion contraction of the thigh in infan- 
tile paralysis. 

A. T. Lecc — Thursday, 3:30. Operation: Transplanta- 
tion of the origin of the pectoralis major muscle in 
paralysis of the shoulder. 

A. EHRENFRIED — Thursday, 2:30. 
Multiple enchondroma. 

H. J. Firzstumons — Monday, Tuesday and Wednesday, 
3. Demonstration: Treatment of scoliosis with 
methods in use, cases and records. Thursday, 4:20. 
Demonstration: Apparatus for reduction of congeni- 
tal hip dislocations. 

Prors. Ernst, Fotrn, Hunt, CANNON and WOoLBACH 
Drs. StToNE and Morse — Thursday, 4:30. Clinic 
Infantile paralysis. 

Visit to orthopedic wards daily, 11 to 12. The new 
hospital buildings will be open to inspection by visitors 

daily, 9 to 10. 


Demonstration: 


Surgical Department 


J. S. Stone, W. E. Lapp, C. G. Mrxter and T. W. Har- 
MER — Daily, 11 tor. Surgical operations: Harelip, 
cleft palate, empyema, hernia, cervical adenitis, 
webbed fingers, hypospadias, undescended _ testis, 
etc. 

C. G. Mrxter — Tuesday, 2:30. Demonstration: Im- 
perfect and ectopic anus. Wednesday, 2:30. Demon- 


stration: Tuberculous peritonitis. Pyloric steno sis. 


Undescended testis. 

W. E, Lapp — Tuesday, 2:30. Demonstration. Cervical 
adenitis. Wednesday, 2:30. Demonstration: In- 
tussusception. Harelip and cleft palate. ; 

J. S. Stone, W. E. Lapp and J. J. THomas — Tuesday, 
2:30. Demonstration: Fractures in children, sub- 
periosteal and epiphyseal, elbow joint fractures, 
Volkman’s ischemic contractures. 

J. S. Stone — Wednesday, 2:30. Demonstration: Some 
obscure abdominal conditions. Empyema. Harelip 
and cleft palate. Acute epiphyseal lesions. 
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T. W. Harmer — Wednesday, 2:30. Demonstration: 
The treatment of birthmarks. 


Prors. Ernst, Fortin, Hunt, CANNON, WOLBACH, Drs. 
Lovett, STONE and Morse — Tuesday, 4:30. Clinic: 
Cervical adenitis. 


Drs. Crosspy, GREENE and F. E. GARLAND, three after- 
noons. Eye, Ear, Nose and Throat clinic. 
Visit to general surgical wards daily, to to 11. 


PETER BENT BRIGHAM HOSPITAL 


Harvey Cusuinc — Daily. Clinics or demonstrations: 
Surgery of the brain, pituitary body, spinal cord, 
peripheral nerves. 

Davin CHEEVER and JoHn Homans — Daily. Opera- 
tions: Surgical. 

Henry A. CHRISTIAN, CHANNING FROTHINGHAM, and 
others of the medical staff will co-operate in giving 
clinics or demonstrations on selected topics, such as 
the electrocardiogram, etc. 


MASSACHUSETTS HOMEOPATHIC HOSPITAL 


Monday 


A. G. Howarp and H. Moore —g. Operations: Or- 
thopedic. 


J. H. Payne and D. W. WELLS — 9. Operations: Eye. 


Drs. Rice, Houcuron and C. Smita — 2. Operations: 
Nose and throat. 


W. F. WEssSELHOEFT and T. E. CHANDLER — 2. Opera- 
tions: General surgery. 


Tuesday 


J. E. Briccs and C. T. Howarp—g. Operations: 
General surgery. 


G. A. Surra and A. W. Horr —g. Operations: Eye. 


Horace Packarpb and C. T. HowArp — 2. Operations: 
General surgery. 


Drs. Rick, Houcuton and SmitH— 2. Operations: 
Nose and throat. 


Wednesday 


Drs. Rice, Houcuton, JoHNson, SMITH and — 9. 
Operations: Nose and throat. 


Georce H. Eart and H. Moor—E—g. Operations: 
Orthopedic. 


W. F. WessELHOEFT and R. C. WiccIn — 2. Operations: 
General surgery. 


F. W. Cotpurn — 2. Operations: Ear. 


Thursday 


J. E. Briccs and C. CrRANE—g. Operations: General 
surgery. 

Drs. Rice, Houcuton and C. SmirH—og. Operations: 
Nose and throat. 

G. R. Soutuwick — 2. Operations: Gynecological. 


Demonstrations 


W. H. Watters — Surgical pathology. 
G. A. SurrFA — Ophthalmotrope. 
Routine Examination of Ante-partem Cases — Wednes- 
day to. 
ie Social Service Clinic for Post-partem Cases — Thurs- 
ay, 2. 
Daily clinics in twilight sleep. 
Daily exhibition of new maternity building. 


TUFTS MEDICAL SCHOOL 


A. W. Georce — Daily, 2 to 5. Réntgenological demon- 
stration. 


CARNEY HOSPITAL 


J. T. Borromitey and D. F. Manoney — Monday, 
Wednesday and Friday, 9. Operations: Surgical. 

W. R. MacAustanp and A. R. MacAusLAnp — Monday, 
Wednesday and Friday, 9. Operations: Orthopedic. 

F. W. Jounson and S. Rusumore — Tuesday and Thurs- 
day, 9. Operations: Gynecological. 


FREE HOSPITAL FOR WOMEN 


Drs. GRAVES, PEMBERTON, WADsWorTH, HutTcHINs and 
BAKER — Tuesday, Wednesday and Thursday, 9. 
Operations: Gynecological. 

Dr. PEMBERTON — Wednesday, 2:30. Cystoscopic dem- 
onstration. 

Dr. Hurtrcuins — Thursday, 2:30. 
Laboratory specimens. 


Demonstrations: 


ST. ELIZABETH’S HOSPITAL 


Drs. LANE and Supple — Monday and Thursday, 09. 
Operations. 

Dr. Crontn — Monday, Thursday and Friday, 10. Ward 
visit. Wednesday, 9. Intravenous salvarsan injec- 
tions. 

Dr. Broprerick — Tuesday, 9. Orthopedic operations 
and clinic. 

Dr. Cuute — Wednesday and Friday, 9. Operations: 
Genito-urinary. 

Drs. BrAtnerD and Ho_tmes — Tuesday, 9. Nose and 
throat clinic. 

Dr. Downtnc — Monday and Friday, 11. Demonstra- 
tions: Laboratory technique. 

Dr. Butter — Tuesday and Thursday, 10. Demon- 
strations: X-ray. 

Drs. McDonaLtp and McApams — Wednesday, 10. 
Eye clinic. 

The history, diagnosis, and indication for operation, in 
each case will be discussed previous to operation by Dr. 
Cronin of the medical service and Dr. Butler of the rént- 
genological department. 
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ROBERT BRIGHAM HOSPITAL 


Cuartes F. Painter, Epwarp RicHarpson, Lioyp T. 
Brown and RicHARD MILLER— Tuesday and 
Thursday — 10. Operations. Monday, Wednesday 
and Friday, 3. Clinics: Surgery of chronic diseases, 
arthritis, intestinal tuberculosis, peritoneal adhe- 
sions, hemolytic diseases. 


LONG ISLAND HOSPITAL 


F. H. Lanty — Monday, 2. Operations. 

J. H. Cunnincuam — Tuesday and 
Operations. 

Rosert SouttrerR — Thursday and Friday, 2. 


Wednesday, 2. 


Operations. 


NEW ENGLAND HOSPITAL FOR WOMEN AND 


CHILDREN 


Mary A. Situ and Assy M. O’Krerre — Monday and 
Thursday, 1o. Operations: Gynecological. 

T. Gray and Letitia D. ApAMs — Monday, 
2; Tuesday, to. Operations: Gynecological. 

Emma B. CuLsBertson and GLApDys Cooper — Tuesday 
and Friday, 2. Operations: Gynecological. 

FLorENCE DucKERING and Letitia D. AbAMs — Wednes- 
day, 10; Thursday, 2. Operations: Gynecological. 

Mavupe Carvitt — Thursday, 2. Eye clinic. 

MarGaret Noyes — Wednesday, 2. Ear, 
throat clinic. 

IsABELLE D. Kerr — Friday, 10. 
clinic. 

Scopolamine-morphia anesthesia both with and 
without ether will be used during these clinics. Statistics, 
covering six years continuous use of this form of surgical 
anesthesia, on over 1400 cases, are available. Dr. Abby 
M. O'Keefe, professional anesthetist, has entire charge of 
this department. 


nose and 


Kar, nose and throat 


HOUSE OF THE GOOD SAMARITAN 

Drs. Soutter, LEGG and Sever — Monday, Wednesday 
and Friday, to. Clinics: Infantile paralysis, muscle 

transplantation, flattened condition of the head of 

the femur, obstetrical paralysis. 


SURGERY, GYNECOLOGY AND OBSTETRICS 


CODMAN HOSPITAL 


IE. A. CopMan — Tuesday, 10. Operations: Surgical. 
Demonstration of lesions about shoulder joint. 
Thursday, 10. Operations: Surgical. Demonstra- 
tion of lesions of duodenum. 


MASSACHUSETTS CHARITABLE EYE AND EAR 
INFIRMARY 


Drs. Crockett, MosHer, and EMerson — Monday and 
Friday. Otological clinic. 

Drs. JacK, WALKER, Powers and BLopcEetr — Tues- 
day. Otological clinic. 

Drs. Hammonp, WuiteE and Faunce — Wednesday. 
Otological clinic. 

Drs. Jack, KNowtes, Topey and BocAn — Thursday. 
Otological clinic. 

Kye clinic daily from 9 to 12. Various operations on 
lids, tear sac and muscles of the eye. Different types of 
operation for cataract and glaucoma. Magnet operations 
for the removal of foreign bodies from the eye. Different 
methods of using local anesthesia. Tuberculosis of the 
eye. Interstitial keratitis of specific origin. Ophthalmia 
neonatorum and gonorrheal ophthalmia in adults. Local- 
ization of foreign bodies in the eye by the X-ray. Demon- 
stration of opthalmometer for measuring astigmatism of 
the lens. Demonstration of lantern slides by pathological 
department. 


HARVARD MEDICAL SCHOOL 


Prors. COUNCILMAN and 
Pathology. 

Prors. CANNon and W. T. Porter — Demonstration: 
Physiology. 

Pror. FoLtin — Demonstration: Chemistry. 

Pror. Stronc — Demonstration: Tropical Medicine. 

Pror. Retr Hunt — Demonstration: Pharmacology. 


Drs. Orpway and TyzzErR — Demonstration: Cancer 
research. 


Joun WARREN — Demonstration: Anatomy. 


W. F. Wuttney — Demonstration: Warren anatomical 
museum. 


F. T. Lewis — Demonstration: Embryology. 
J. E. Gotptnwart — Demonstration: Visceroptosis. 


Ma ttory — Demonstration: 
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New Mayo Clinic Volume 


This new Mayo Clinic Volume gives you all the important clinical papers 
and teachings for the past year. Indeed, many of the articles are dated 7975, 
some being scheduled for as late as May and June of this year. The volume 
contains a large number of specially important articles—new technic, new 
diagnostic methods, records of new research work, all fully illustrated. 


Octavo of 800 pages, illustrated. By Witt1aAm J. Mayo, M.D., CHartes H. Mayo, M.D., and their ASSOCIATES at 
St. Mary’s Hospital, Rochester, Minn. Cloth, $5.50 (248.) net. 


SAUNDERS, Publishers See Page 13 


Entered as second-class matter May 22, 1913, at the postoffice at Chicago, Ill., under the Act of Congress March 3, 1697. 
Copyright, 1915, by The Surgical Publishing Company of Chicago. 
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The Progress of X-Ray Work 


Progressive Radiographers everywhere appreciate the Quality and 
Speed of Paragon X-Ray Plates. They know they get better and faster 
work with sharper detail and finer contrasts on Paragon plates than on others. 
Paragon Service is also appreciated —fresh goods, prompt shipments, stocks 
in principal cities, free assistance on technical problems or chemical troubles. 
“Paragon Pointers’’—new and enlarged edition— free for the ask- 


ing. Gives more practical X-Ray facts, in a common-sense way, ° 
than can be found anywhere else. 


Plate Marker Free 


2 

SES ABAGOME You sign your prescriptions, letters, etc. Sign your me also! : 
~ It's right, and a necessity in medico-legal cases. | 


pe ct, 8 ll send a Plate Marker, for your own Hospital name, 


if you will tear out this ad pia ol Sunde it to us with 
an order a dozen Paragon Plates. 
Prices: 8x10, $3.00; 10x12, $5.15; etc. 
A An 10% off for cash with order. 
P Try Paragon Plates and you'll always use them. We guarantee 


satisfact: 


GEO. W. BRADY & CO., 754 South Western Avenue, CHICAGO 


WASSERMANN TEST 


Every Wassermann Test made in the Chicago Laboratory is carefully 
controlled by the Noguchi or Hecht-Weinberg Methods : 


All Serological Tests Now $5.00 


Complement-Fixation Test for Gonorrhea 
Abderhalden Sero-diagnosis of Pregnancy 
Abderhalden Sero-diagnosis of Cancer 


Abderhalden Sero-diagnosis for differentiation of dementia preecox, 
epilepsy and the insanities 


Lange’s Colloidal Gold Test for differential diagnosis of Spinal Fluid 


Special containers and complete fee-table for all examinations on application 


CHICAGO LABORATORY 


25 E. WASHINGTON STREET, CHICAGO PHONE 3610 RANDOLPH 


RALPH W. WEBSTER, M.D., Ph.D. - #£Director of Chemical Department 
THOMAS L. DAGG, M.D. - - Director of Pathological Department 
C. CHURCHILL CROY, M.D. © Director of Bacteriological Department 
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A BREAD-LINE OF 2,000,000 


ls the estimate of those in a position to know the exact conditions 
existing in war-stricken Belgium. The one great need of the 
Belgians is food. Thousands would starve but for the supplies 
which are being sent from America. In the awful catastrophe 
the physicians of Belgium have suffered with the rest of the 
population; they must take their places in the ** bread-line.” 

Belgium has been saved from intermittent periods of starva 
tion by the personal sacrifices of the Directors of the American 
Commission, who have at times pledged their personal credit 
for as much as S10.000.000.00. We of the medical profession 
of America must see to it that our Belgian colleagues and their 
families are saved from such intermittent periods of starvation 
by keeping the stream of food boxes pouring in to them in a 
steady flow. 

Mr. Herbert C. Hoover, chairman of the American Conimis 
sion, in charge of the distribution of supplies in Belgium. sends 
this cable to the Committee of American Physicians: * Yellow- 
band boxes being regularly delivered in) Belgium.” Nearly 
3000 such boxes. valued at S6585.70. have been forwarded by 
this Committee through the American Commission for Relief 
in Belgium, under a guaranty by that Commission that such 
boxes will be distributed to Belgian physicians and their families. 
Rach box is marked with broad bands of vellow. 

What will you do to relieve the distress of your colleagues in 


Belgium? 


Send check today to Dr. F. F. Simpson, Treasurer, Jenkins 
Arcade Building, Pittsburgh, Pennsylvania, and it will be immedi- 
ately converted into supplies and these forwarded and distributed 
to the Belgian doctors. 
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CONTRIBUTIONS RECEIVED UP 
MAY 15, 1915 


TO AND INCLUDING 


Dr. George W. Crile, Cleveland, Ohio S10o 06 


Salt: Lake Co. Med. Soc. (third contribution), Salt Lake City 21 00 
Dr. C. P. Thomas, Los Angeles 5 00 
Portland Med. Club, Portland, Me 2500 
Dr. C. Henninger, Pittsburgh 5 00 
Dr. J. J. Buchanan, Pittsburgh 25 00 
Dr. N. Murphy, Bangor, Mich 25.00 
Col. Arthur, U.S. Saw Francisco 10.00 
Dr. Augustus Eshner, Philadelphia 10.00 
Dros. W. Goddard, Brockton, Mass 10.00 
Dr. \lbert M. Judd, Brooklyn 5.00 
Dr. Calvin F. Barber, Brooklyn 10.00 
Mount Vernon Med. Soc., Mount Vernon, N.Y 10.00 


Medical Soc. of St. Lawrence Co., Gouverneur, N.Y 
Orange Co. Med. Assn., Santa Ana, Cal 
Dr. Parke W. Elewins, Wellesley Hills, Mass 


Dr. kmma B. Culbertson, Boston 


te 
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Dr. MeArthur, Chicago 25.00 
Dr. V. B. Jackson, Washington 10.00 


Dr. Franklin B. Miller, Pittsburgh 25.00 
Dr N.S, Jarvis, S.A. New York 15.00 
Dr. Charles G. R. Jennings, Elmira, N.Y 25.00 
Dr. Jenkins, PLA. Surgeon, U.S. N.. Port Royal, S.C 5.00 
Dr. Luther G. Paul, Boston 5 00 = 
Dr. M.C. Smith, Lynn, Mass 5.00 
Arkansas Med. Soc., Litth: Rock, Ark 50.00 
Dr. Charles Tl. Miller. Chicago 10.00 


Receipts, April ig to May 15 $536.00 
324.50 


Previously reported 4 ( 


$6,860. 50 


DISBURSEMENTS 


Previously reported $6,321.20 


115 boxes of food at $2.30 264.50 $6,585.70 


Balance on hand 


Send check today to Dr. F. F. Simpson, Treasurer, Jenkins Arcade Build- 
ing, Pittsburgh, Pennsylvania, and it will immediately be converted into sup- 
plies and these forwarded and distributed to the Belgian doctors. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


THE ORIGINAL 
CHLOROFORM CATGUT 


A Pertinent Question 


One of the oldest and most prominent 
Surgeons in America writes to us: 


“I cannot conceive of any reason why some surgeons 
are so easily led to experiment with new and untried 
suture and ligature materials when it is possible to secure 
Watters Chloroform Catgut which is made in accordance 
with the most exhaustive research ever undertaken, and 
which to the personal knowledge of myself and many of 
my colleagues, has been proven to be as near perfect as 
we can wish for. I commend the service which you 
have rendered the profession in bringing your catgut to 
such a high standard and maintaining your quality for 
so many years.” 


The Watters Laboratories 
FIF'TH AVENUE NEW YORK 
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il SURGERY, GYNECOLOGY AND OBSTETRICS 


INSTRUMENTS for VASCULAR SURGERY and BLOOD TRANSFUSION 
BP 


© 
4 5 7 8 9 
1. Jeger and Kirby vessel needles. 2. Ellsberg-Jeger blood transfusion and vessel anastomosis canula. 3. Bernheim’s ball-tipped vessel forceps. 
4. Lespi ridio-plati | fusion canulas. . Bernheim’s silver blood transfusion canula. _ 6. Brewer's glass blood transfusion canula, 


straight, two sizes. 7. Brewer's glass bayonet-shaped blood transfusion canula, two sizes. 8. Carrel’s blood vessel dilator, to facilitate introduction 
of transfusion canula. 9. Carrel’s gold blood transfusion canula. 
In addition to the above, Curtis and Davis’, Soresi’s, Crile’s, Elisberg's, etc., blood transfusion canulas and instruments 
are kept in stock by us for immediate delivery 


V. MUELLER & CO., of Instruments for the Specialist 1771-1881 Ogden Ave., CHICAGO 


in Every Branch of Surgery 


Post-Graduate in 
Surgical Technique 


Special Complete Two Weeks Summer Course at reduced rates. 


Individual and class courses for routine operations: Thorough 
teaching of newest surgical procedures. 

Courses include: Operations on the skull and brain; on the thorax; stomach; liver 
and biliary tract; pancreas; spleen, intestines; kidneys and ureters; urinary bladder; 
open treatment of fractures and lesions of the bones and articulations; grafting of 
tissues and organs; transfusion of blood; surgery of the blood vessels; repair and 
anastomosis of nerves and tendons; treatment of emergencies and acute abdominal 
conditions; anzsthesia. 

The surgeon taking a course will personally perform all the operation 

fwith the assistance of the instructor; and instruction can be 
obtained for one or more operations. 

Special attention is paid to teaching of surgical pathology and surgical diagnosis. 

Any surgical subject and problem can be thoroughly studied and investigated. 

The laboratory is open to surgeons wishing to do original research 
work and all physicians are welcome to witness the work done 


at the institution. 
For further particulars address 


Dr. Soresi’s Surgical Institute 
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Lukens Lukens 
Oyloidin-5 ilke Sterile Catgut 


Trade Mark. Trade ( Bartlett Process) Mark 


The Standard in 
the World’s Largest Clinics 
BECAUSE 
It is the highest development of the 
catgut ligature. 

It is sterile, antiseptic, supple, 
elastic, strong, easily seen, will not 
untwist in using, and is more than 
usually resistant to absorption. 

The only iodine catgut guaranteed 
against deterioration. 

Sizes 00-4 Plain Sizes 00-4 Tanned 


C. DEWITT LUKENS CO. . 
ST. LOUIS, MO., U.S. A. 
All Dealers. Ss les upon r 


Experience 
New Joy in Your Work 


By using an Oyloidin Silk Intes- 
tinal Suture for the purse string 
in your next appendectomy. The 
needle cannot become detached. 
White or Iron Dyed 
Sizes 1-2-3 
C. DEWITT LUKENS CO. 
ST. LOUIS, MO., U. S. A. 
All Dealers. Samples upon request. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


ALBEE’S ELECTRO-OPERATIVE BONE SET 


Dr. Charles Harrison Frazier’s 
OSTEOTOME 


For osteoplastic and general skull work this latter 
instrument is the latest and a most serviceable 
development of the ALBEE set. 


_ It is particularly practical also for laminectomy. 


It cuts a smaller curve in skull 
work than any other instrument 
If you have an ALBEE set, send us your right- 


angular saw, and we will make the FRAZIER 
OSTEOTOME attachment for $20.00. 


Literature on application. Also special illustrated 
circular of New Instruments for Bone Surgery 


HARVEY R. PIERCE COMPANY iso; chestnut 


SERVICE 


" Reg. U.S. Pat. Off. 


An Improved Bone Surgery Handpiece 


The illustration shows the “VICTOR” improved handpiece—the 
most marked and recent development in Bone Surgery Apparatus 
IMPROVEMENTS in the “Victor” handpiece have made 
bone surgery by means of electrically driven apparatus, simple, 

practical and successful. Advantages of the new handpiece are: 


Cutting torque four times greater. No “back-lash” of cable even at highest speed. 
bsolutely no ‘“‘buckling’’ of the cable. Easily sterilized. 
FREE —A new bulletin on Bone Surgery Apparatus. Ask for it. 


QUALITY 


THE 


Transformer Control 


A REVELATION IN COOLIDGE TUBE ACCESSORY EQUIPMENT 

Placing at the disposal of the operator the most refined and flexible 
control heretofore presented. Thecurrent supply isabsolutely constant 
(storage batteries being dispensed with) and the variable control of the 
cathodal current supply through the medium of our specially designed 
regulator and the designing of a number ofimproved accessory appliances, 
is, according to the testimony ofa number of Roentgenologists, who have 
already installed our improved system, an epoch second only to the 
advent of the tube itself. 
We are prepared to render complete service in connection with the 
installation of Coolidge Systems, and our Service Department co-opera- 
ting with our Engineering Department have worked out a number of 
unique combinations which have been the means of substantial savings 
in the X-Ray laboratory. 


Write for New Bulletin—Address Dept. ‘‘D’’ 
Victor Electric Co. Chicago 
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DEG suTvreEs 
ARE MADE BY SCIENTIFIC MEN 

FOR SCIENTIFIC SURGEONS, AND ARE-USED 
IN THE- FOREMOST CLINICS _OF 


IDAVIS & GECK. INC. 


tures and Sutures Exclusively arch Laboratory: 
1303 Fourth Avente. 


ALLEN ROGERS, LONDON - 147 Farrin,don Road, £.C. = 

AGENCIES PRINCIPAL CITIES 
SMM = 
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vi SURGERY, GYNECOLOGY AND OBSTETRICS 


Improved Sacral Rest 


Devised by 
H. W. Meyerding, B.S., M.D. 


N apparatus to assist in 

the application of 

dressings and bandages to 
the hips. 


Send for illustrative, descriptive 
circular and price of same 


SHARP & SMITH 


Manufacturers and Importers of High Grade Surgical Instruments and Hospital Supplies 


155-157 N. Michigan Blvd. CHICAGO, ILL. 


Randolph Street 


MEYER UNIVERSAL KLINOSCOPE 


For VERTICAL AND HORIZONTAL FLUOROSCOPY 


Horizontal Position 


Write for Catalog which gives complete description 


Vertical Position 


THE WM. MEYER CO. 817 W. Washington Blvd., CHICAGO 
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Use Our Hypodermatic Tablets 


Why? Just to be sure! When you administer a hypodermatic 
tablet solution you want to know that you will get results—and get 
them promptly. 

Our hypodermatic tablets dissolve freely 
and fully. Drop one into a syringe partly 
filled with lukewarm water. Shake vigorously. 
In five seconds (or less) it will have dissolved 
completely. Test one by the watch! 


Our hypodermatic tablets are molded with 
the utmost care. They contain only ingredi- 
ents that have been rigidly tested. They are 
true to label. They are of uniform strength. 


We welcome any tests that physicians may make of the solu- 
bility, uniformity, identity and purity of our hypodermatic tablets. 


“ee Parke, Davis & Co. 


TABLE OF 
TRANSACTIONS OF SOCIETIES 


CHICAGO SURGICAL SOCIETY 


RESECTION OF THE BONE FOR PROTRUSION OF THE MANDIBLE. Thomas L. Gilmer, M.D... .. 742 
CasEs ILLUSTRATING BONE SuRGERY. William Hessert, M.D. ............... 743 
MULTIPLE Bone Cysts. Allen B. Kanavel, M.D..................... 745 
THE ORIGIN AND FATE OF THE OsTEOCLASTS. C.W. Prentiss, M.D. . 746 
Sancoma oF Bone. D. B. 746 
Radiography, X-Ray Therapeutics and Radium Therapy. The Operative Treatment of Chronic Intestinal Stasis. Sir 
The Origin and Nature of the Emotions; Miscellaneous Papers The Tleocacel Valve. A. H. Rutheford, M.D.. ; 750 
by George W. Crile, M.D. Edited by Amy Rowland, B.S. 748 
HARVARD Mepicat Scuoot. By John Bapst Blake, M.D., F.A.C.S., Boston........ 4 


INDEX TO VOLUME XX 


I. AvuTHors. II. Supjyect III. Book Reviews, 
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DR. CHARLES GEIGER’S | 


Electric Surgical Operative Bonelnstruments 
Used by Dr. John B. Murphy and Drs. W. J. and C. H. Mayo 


‘ 
el || THECHARLES GEIGER || 
p MFG. CO. | 


This set of bone instruments was specially made for bone transplantations, dowel 
making and cranial work. 


Water is not required to keep the cutters from burning the bone while using this 
devise, because of the reduced speed — 250 R. P. M. 


Some advantages not found in other motor bone instruments are: Slow speed, 


sterilization of entire motor, great power, simplicity of chuck and the firmness with which 


Sao. For descriptive circular, address 


DR. CHARLES GEIGER, Dept. B, Joseph, Mo., U.S. A. 


Tungsten 
| TargetTubes 


SEND FOR CATALOGUE 


Macalaster-Wiggin Company 
79 Sudbury St. 154 W. Lake St. 
BOSTON, MASS. CHICAGO, ILL. 
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BLOOD CULTURES 


New Method for Collecting, Preserving and Shipping Specimens 
Using Enlarged Keidel Vacuum Tubes 


SIMPLE CONVENIENT SATISFACTORY 
As suggested by C. C. W. Judd, M.D., and Charles E. Simon, M.D., ““The Journal’’ A. M. A., March 6, 1915, Page 822 
TUBE COMPLETE CONTAINING CULTURE MEDIUM 
40c each, postage prepaid; $4.50 per dozen, also 
KEIDEL VACUUM TUBES 
For Collecting Blood Specimens, Without Culture Medium, $1.50 per dozen 


PHENOLSULPHONEPHTHALEIN 
Renal Functional Test 
DUNNING COLORIMETER 
For Estimating the Phenolsulphonephthalein Output 
CONVENIENT APPROXIMATELY ACCURATE ECONOMICAL 


UREASE DUNNING (Tablets) 


For Making Urea Estimations 
RAPID CONVENIENT ACCURATE 


Further Information or Literature Upon Request 


HYNSON, WESTCOTT & COMPANY 
B ALTIMORE Pharmaceutical Specialties and MARYLAND 


Unique Diagnostic Agents and Apparatus 


The Best 
X-Ray Equipment 
—for the Hospital 
Your institution wants the best 
—the transformer that can do 
all of the work that comes to 
it — easy to install—to operate 


—and a machine of impres- 
sive dignity, 


The ‘*Premier’”’ 


Interrupterless 


Transformer 


fills the bill. It is a mechanical 
masterpiece — turning out perfect 
Roentgenograms of the deeper tis- 
sues, organs, etc., instantaneously. 


Getintouch with Scheidel- Western 
service —learn what we can do for 
you—let us help you with your 
x-ray problems. We have solved 


for others. 
Don’t you want a catalog of the ‘‘Premier’’? 


SCHEIDEL-WESTERN X-RAY COMPANY 
737-739 W. Van Buren St. CHICAGO, ILL. 
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The HYGIENE of the CORSET 


| IHAT may be termed (not inaptly) the 
l\\y hygiene of the corset is one of the 
most important questions pertaining to 
AVDA the health of women. Among the 
many innovations of dress which advanced civil- 
ization has brought in its train none is more in- 
dispensable than the corset. Up to a comparatively 
recent time, however, the corset was not only non- 
hygienic but positively unhygienic. At the present 
time, on the contrary, corsets constructed on highly 
hygienic principles can be obtained. 


The object of the scientifically-made corset is 
to allow the organs of women free scope, and 
this advance is largely responsible for the healthy, 
athletic, modern woman. 


Corsets which exert pres- The address of the 
sure on the base of the thorax 
be obtained will be 
and upper part of the abdomen sent upon request, 
. and physicians are 
are harmful. The viscera assured that their pa- 
should be supported and not : fients,willjreceive the 

ful attention. 

pressed down. 


Authorities point out that 
the pressure of the corset should be exerted over 
the lower part of the abdomen, the direction of the 
pressure being upwards and backwards. Pressure 
of this character will counteract the tendency of the 
viscera to drop. 


Goodwin Physiologic Corsets fulfill all these conditions 
in a superlative degree and for their hygienic prop- 
erties cannot but commend themselves to physicians. 


Y, Corsets of every 
**Corsets—An Analysis,’’ also 
Catalog X, addressing Contwur7, description 
NEW YORK, 373 Fifth Ave. CHICAGO, 57 E. Madison St. BOSTON, 687 Boylston St. 


PHILADELPHIA, 1120 Walnut St. KANSAS CITY, Waldheim Bldg. SAN FRANCISCO, 330 Sutter St. 
LOS ANGELES, 220 W. Fifth Ave. 


S. H. CAMP & COMPANY, Manufacturers 
JACKSON, MICHIGAN 
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“Ambumatic” Washable Abdominal 


SUPPORTERS 


DO THE WORK “JUST RIGHT.” ADJUSTABLE 
FOR “LIFT UP” OR “BINDER SUPPORT” 


To any part of the ab- 
domen. Adapted toany 
person, toany condition 
requiring thoroughly ef- 
ficient, durable, com- 
4 fortable support. 
Orders mailed same 
day received. Write 
for blanks, etc. 


We are Expert Makers 
andFittersof Corrective 


ihn ORTHOPEDIC APPLIANCES 


Elastic Stockings, Trusses, Corsets, Limbs, Etc. 
Your correspondence solicited, given careful atten- 
tion and full information by return mailwith catalog. 


THE AMBULATORY 
PNEUMATIC SPLINT 


for reduction; bed or walking treatment. To se- 
cure greatest comfort, shortest period of confine- 
ment, best results and health for your 


of Leg, Thigh and Hip. Patients 
Recommend and Use It. Splints Rented to 
Patients or sold through all dealers or 
direct from us. Wire order. State fracture 
which limb, sex. Send for booklet, prices, etc. 


AMBULATORY PNEUMATIC SPLINT MFG. CO. 
30 (S) East Randolph St., Chicago, Ill. Phone Cent. 4623 


S 5 A few items from our fee list 
WASSERMANN TEST 


We do the classical test. Any modification 
can be had in addition without extra charge. 


$5 AUTOGENOUS VACCINE 


with the exciting organism isolated and identi- 
fied. Put up in ampules or 20 c.c. container. 


$5 LANGE’S COLLOIDAL GOLD TEST 


of thespinal fluid differentiates between pyogenic, 
tubercular, syphilitic infection and general 
paresis. 


$5 GONORRHOEA FIXATION TEST 


as an aid in diagnosis. We use as antigen a 
mixture of twenty cultures from both male and 
female which contains the several strains. 


$5 EXAMINATION OF 
PATHOLOGICAL TISSUE 


Sterile containers, with complete instructions, 
free on application 
National Pathological Laboratory 


Mallers Bldg., 5 S. Wabash Ave. 18 E. 41st Street 
CHICAGO, ILL. NEW YORK CIiY¥ 


112 N. HAMILTON STREET, MADISON, WIS. 


Simplicity and 
Efficiency 


Universal for Radiography, 
Fluoroscopy and Therapeusis 


ZIOLA-JACKSON X-RAY COIL CO. 
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Will You Test the Best 
Surgeons’ Gloves Free? 


F we did not positively know 
that the Miller surgical rubber 
gloves can best meet a// of the 

surgeon’s needs, we would not 
make this offer. Send us the 
name of your supply house and 
we will send you a $1 pair free 
for inspection. Be sure to state the size 
and weight you wear. 


Test the Miller rubber glove for a// vital 
requisites, and if you have never used 
Miller “Standard” rubber gloves, you will 
after this test, because they give you the 
greatest protection, perfect fit, most acute 
sense of touch; allow natural fe/, permit 
dexterity and freedom for play of fingers 
and muscles, and will stand the most 
repeated sterilizations. 


Makers of ice bags, water bottles, syringes, surgeons’ 
caps, seamless finger cots, bandages, bands, tubes, etc. 


THE MILLER RUBBER CO., Akron, Ohio, U.S.A. 


Removal Notice 


E BEG to announce to our many patrons that we have 

moved to our new six-story fireproof building, Nos. 

31-33-35 South 17th Street (above Chestnut Street), 
at which address we hope to have the pleasure of serving you as 
in the past, and will appreciate a visit to our new establishment 
when you are in Philadelphia. 


Our 50 years in business, with an experienced staff of 
assistants to serve the medical profession, has gained for us 
their confidence, for which we extend our thanks. 


Our Departments 


Surgical Instruments Orthopedic Apparatus 
Electrical Instruments and Apparatus Office and Hospital Sterilizers 
Office and Hospital Furniture Trusses and Elastic Hosiery 


CHARLES LENTZ & SONS 
31-33-35 South 17th Street PHILADELPHIA 
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Scudder’s Fractures NEW (81h) EDIMON 


As usual, Dr. Scudder has given his book a thorough revision, adding much new matter and 
63 new illustrations. New material has been included on autogenous bone-graft in delayed 
union and non-union; fractures of the jaw, the acetabulum and the greater tuberosity of the 
humerus, and separation of the lower epiphysis of the femur. While this work is called 
treatment of fractures, diagnosis, of course, is given great prominence, as proper treatment 
can be instituted only after correct diagnosis. It isa work on fractures designed for the general 
practitioner—the man in active practice—and, therefore, confines itself principally to the 
practical sides of the subject—diagnosis and treatment. 


Octavo of 735 pages, with 1057 illustrations, By CHARLES L. ScuppEr, M.D., Surgeon to the Massachusetts 
General Hospital, Boston. Polished Buckram, $6.00 (23s.) net; Half Morocco, $7.50 net. 


Keen’s Surgery SIX VOLUMES 


There is no part of the medical world in which Keen’s surgery is not known and read and 
followed. This world-wide circulation is due alone to practical value. The 82 contributors 
to Keen’s surgery represent leading authorities of two continents. Keen’s surgery has been 
adopted by the United States Government; it has been translated into Spanish; it is now in its 
eighth printing. Keen’ surgery deserves a world-wide circulation. Consultation of this work 
is made extremely easy and rapid by a general detailed index to the entire six volumes, 
arranged with a key word at the head of each column—like a dictionary. In addition, each 
volume has its own index. 


Six octavo volumes of roso pages each, with 3100 illustrations, 157 in colors. Edited by W. W. KEEN, M.D., 
LL.D., Hon. F.R.C.S. (Eng. and Edin.). Per volume: Cloth, $7.00 (30s.) net; Half Morocco, $8.00 net. 


Moynihan’s Abdominal Operations 


This new (3rd) edition was issued, for convenience, in two handsome volumes, totaling 1000 
pages. It is a personal record of Moynihan’s operative work. You get his own successful 
methods of diagnosis. You get his own technic. You get the bacteriology of the stomach and 
intestines, sterilization and preparation of patient and operator. You get complications, 
sequels and after-care. ‘Two entirely new chapters in this edition are Excision of Gastric 
Ulcer and Complete Gastrectomy. 


Two octavos, totaling 1000 pages, with 385 illustrations. By SiR BERKELEY MOYNIHAN, M.S. (Lond.), 
F.R.C.S., of Leeds, England. Per set: Cloth, $10.00 (2 guineas) net; Half Morocco, $13.00 net. 


Eisendrath’s Surgical Diagnosis EDITION 


Dr. Eisendrath presents his subject from the clinical side. He groups injuries and diseases in 
the manner in which you must consider them in examining your patients. There is a special 
chapter on Postoperative Complications—hemorrhage, shock, infection, etc., and another on 
Methods of Examination—blood diagnosis, leukocyte count, blood-pressure, vaccine diagnosis, 
examination of sputum, urine, cytodiagnosis, etc. ‘The text is illustrated with 574 original 
illustrations that really illustrate. Especially valuable are those of living models, showing 
surface markings. i 

Octavo of 8%5 pages, with $74 original illustrations, 25 in colors. By DANIEL N. EisENDRATH, M.D., Pro- 


fessor of Surgery, College of Physicians and Surgeons, Chicago. 
Cloth, $6.50 (28s.) net; Half Morocco, $8.00 net. 


W. B. SAUNDERS COMPANY, Philadelphia and London 
London 9, Henrietta St., Covent Garden Australian Agcy: Centreway, 263 Collins St., Melbourne 
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Electrically Lighted Surgical Instruments 


‘The more bril- 
liant illumina- XY Braasch Direct Catheterization Cystoscope 
tion and lower 

temperature of 
the tungsten 


now equipped, 
and the new Affords a direct view showing a natural field, which re- 


Tungsten Bat- quires no interpretation. Mechanically simple and not liable 


tery for their operation, have greatly increased the to get out of adjustment. Catheter guides are removable, 
value of E. S. I. Co. instruments, such as Koch, affording the operator the use of the entire lumen for diagnosis 
Swinburne, Young, Gordon, and MacGowan and application. Adapted for use as an urethroscope also. 
Urethroscopes, Braasch Cystoscopes, etc. Price, with double catheter guide, ocular window and extra lamp, $30. 


These are described in the Eighth Edition of our — Case, $3.50. Two silk catheters (one tan, one black), $3.00. Single 
Catalogue just issued, a copy of which will be mailed _!arge catheter guide, for No. 7 or No. 9 catheter, $4.50. 


upon request. 
_Origination begets Imitation. For your own protec- Electro Surgical Instrument Company 
tion be sure every instrument is marked “E. S.1.Co.”’ Rochester, New York 


@-<==3 American Modification of the 


y of P 


Making this the ideal and really Made ina minute from CO2 by means 
indispensable chair for 


of the Goosmann equipment. Has all the 

1. The study of Nystagmus after é : 
af thn advantages of radium, electrolysis, 
2. The Differential Diagnosis be- cauterization and liquid air without their 


tween ear lesions and brain disadvantages. 
lesions. 

3. Intracranial localization by the A perfect local anesthetic and a most 
study of the Barany pointing valuable aid to the Surgeon and Roentgen- 
reactions. 

ologist in the treatment of both benign 


4. For the Caloric Test, 


peer with hot and cold water; and malignant growths. 
in fact for the entire tech- 7 es 
nique of the examination No pain —no scarring. 
of the Vestibular Appara- Prep 
tus, this chair combines Rapid in treatment and most 


every convenience and 
refinement. It is com- 
pletely equipped, and no 
other Apparatus is re- 
quired. 


satisfactory in healing. 
Send for literature 


Manufactured and Distributed Exclusively by 
Write for Price and Descriptive 


ALDA MANUFACTURING CO. 


= Phaledelshee ly 230 West Huron Street CHICAGO 


1118-20 Chestnut St. Philadelphia 


? that the sterilizer is working properly when you may 
Don t Guess know that the dressings have been sterilized and that 


infection from this source is impossible. 


The Diack Sterilizer Control 


A positive check on the sterilizer — Consists of a tablet sealed in a small glass tube 
to be placed with dressings or instruments in the sterilizer. Jt wall fuse only when steriliza- 
tion is complete Absolutely invariable. $5.00 per 100. Send for sample. 


A. W. DIACK 49 Larned Street, DETROIT, MICH. 
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Important New Books for the Surgeon 


Operative Gynecology — Crossen 


By HARRY STURGEON CROSSEN, M.D., F.A.C.S., Associate Gyne- 
cologist Washington University Medical School. 680 pp.,7x10. 770 original 
engravings. Just published. Price, silk cloth binding, $7.50 


There are times when an operator wishes to know the technique and the various 
methods used by his confreres and he wants their methods clearly described 
and accurately illustrated. In this new volume Doctor Crossen has prepared 
just such a book. The most approved, most valuable,and most dependable 
methods used by the leading gynecologists, with the indications and contra- 
indications to help one in making a choice of operation, are given in detail. 
Every step is worked out in a series of illustrations that for clearness of detail 
and accuracy have not been equalled in any American book on this subject. 
An artist worked for three years under Doctor Crossen’s personal supervision 
in making these drawings. 


Blood-Vessel Surgery — Horsley 


By JAMES SHELTON HORSLEY, M.D., F.A.C.S., Surgeon-in-Charge 
St. Elizabeth’s Hospital, Richmond. 304 pp., 6x9. 89 original illustrations. 
Just published. Price, silk cloth binding, $4.00. 


Blood-vessel surgery is one of the practical and fascinating branches of surgery. 
It has made a permanent place for itself in surgical procedure. Doctor Horsley 
is one of the pioneers is this work and is fully capable of blazing the trail. 
This volume gives in detail the work carried on in Doctor Horsley’s laboratory 
and the practical operative work done by him at St. Elizabeth’s Hospital. 
You need this volume to familiarize yourself with this new and successful 
work in surgery. 


Diseases and Deformities 
of the Bones and Joints— Calot 


By F. CALOT, Chief Surgeon to the Hépital Rothschild, Paris. |New 
Sixth Edition translated by A. H. Robinson, M.D., M.R.C.S., and Louis 
Nicole. In two volumes. 1176 pp., 1252 illustrations and 8 colored plates. 
Price, silk cloth binding, per set, $10.00. 


A need has existed for an up-to-date, dependable book on bones and joints. 
The impetus given the study of diseases and deformities of the bones by the 
work of Murphy, Albee, Trout, and others has created wide-spread interest in 
these conditions. This book is therefore especially opportune. It can be said, 
truthfully, that for clearness of description, accuracy in technique and wealth 
of carefully chosen illustrations this work stands alone among books on the 
subject. It is worthy of a place in the working library of every surgeon. 


THE GC. V. MOSBY COMPANY, Medical Publishers 
801-807 Metropolitan Building ST. LOUIS, U. S. A. 
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11th Ed. Quain’s Anatomy 


This Text-Book should be of use to 
the Surgeon in practice 


vol. Osteology 
and Arthrology 


By T.H. BRYCE, M.A, M.D. 


Professor of Anatomy in the University of Glasgow 
With 247 Text Figures & 28 Colored Plates, $3.75 net 


HIS Volume isa complete Text-Book of Osteology 

and Arthrology, which will meet the needs not 

only of Students preparing for the ordinary and 
the higher Examinations, but of Practitioners. The 
large type provides a continuous descriptive account 
of the bones and their development, and of the joints. 
The small type embodies the material required fora 
more intensive study of the subject, and much detail 
useful for reference. The Bibliography will be useful 
to Teachers and Workers, while the Section on Joints, 
with the new large-scale illustrations, and the full treat- 
ment given to the mov ts an h of the 
articulations should be specially serviceable to the 
Surgeon. 


A PRACTICAL HAND-BOOK OF 


Surgical After-Treatment 


By Alan H. Todd, B.Sc., M.S. (Lond.), F.R.C.S. (Eng.) 
Crown 8vo. pp. xii+256. $1.25 net. 


LONGMANS, GREEN, & CoO. 
443-9 Fourth Avenue, NEW YORK 


Just Published Demy Octavo 


Pp. xii + 1408, with 16 colored plates and 
609 other illustrations 


Rose & Carless’ 


MANUAL 


SURGERY 


Ninth Edition Thoroughly Revised 
By A. CARLESS, F.R.C.S. 
Professor of Surgery at 214 Surgeon to, King’s College 
Hospital, and Examin: 1 Surgery to the Victoria 


University of Manchesier, and to the Universities of 
Liverpoo! and Leeds 


The Lancet says:—‘‘It is the best text-book 
of surgery in English.” 


Price in Great Britain, 21s net 


LONDON: BAILLIERE, TINDALL & COX, Covent Garden 
NEW YORK: WM.WOOD&CO. - Fifth Avenue 
TORONTO: THE MACMILLAN CO. OF CANADA, Ltd. 


Why not get a ae that an can see » through? 


Ask for Dr. Leo 
Buerger’sOper- 
ating Cysto- 
scopeand Oper- 


ating Instru- 
ments. 


See that all xT es 
have the BR ANT 
ACHROM 
CORRECT 
VISION. 


Be sure ra the 
A.C. M. rade 
on 
electrically light- 
ed and mechan- = 
tcaliy perfect TRADE US.PO. 
diagnostic Regd 
ments of t 

highest grade of workmanship. 


The Last Word in Trans- 
formers, ‘‘King Model’’ 
X-Ray Machine. 
Ask for details 
We acomplete 


line of X-Ray and High Fre- 
quency Machines, Galvanic, Far- 


WAPPLER E.M. CO.INC. NEW YORK. 


adic and Sinusoidal Apparatus, 
Pantostats, Cauteries, Vibrators, 
etc. 


Write to DEPT. S. F. for catalogs and detatls 
**EVERYTHING ELECTRICAL FOR THE PHYSICIAN AND HOSPITAL’* 


Wappler Electric Manufacturing Co., Inc., 173-175 E. 87th St., New York 
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WHAT TO DO 


Detail!!! 


Accuracy in Detail is the 


Keynote tothe Success of 
‘Operative Therapeusis”’ 


A New Work Which 
Stands For— 


Detail in Operative Diagnosis. 


ha! 4 


Detail in Operative Asepsis. 


Detail in Operative Technic. 


O P E R AT I V E — inn Pannen of Faulty 
THER APEU SIS Detail in Postoperative Treat- 


EDITED BY 


ALEXANDER BRYAN JOHNSON HOW TO DO IT 


28 Plates, 2250 Specially Drawn 
Illustrations. Five Volumes. 


Thoroughness in detail is the keynote to the success of this new work by Dr. 
Alexander Bryan Johnson and the secret of the enthusiasm for it which is being evinced 
by surgeons all over the country. Faulty technic may not only cause failure but even 
worse, change a helpful into a harmful procedure. With these volumes in his work- 
ing library the surgeon will have within reach every up-to-date method in operative 
technic which has been proved to be the best by eminent surgeons now in the field. 
Every chapter is a complete monograph by a specialist on the subject discussed. What 
each man has seen, has done and is doing is recorded rather than what might have been 
compiled from other books. Here is a thoroughly practical working manual for the 
operator who is seeking satisfying results. Many of the big surgeons are already using 
it to their advantage. If you have not seen it at least you should know something 
about it. Complete information, circulars, etc., are yours for the asking and we urge 
you to ask today with this coupon. 


D. APPLETON & COMPANY, Publishers NEW YORK 


(Sur. 6-15) 
Messrs. D. Appleton & Company 
35 West 32nd St., N. Y. City 


Please send me, free, complete information concerning Johnson’s “Operative Therapeusis.” 


NAME ADDRESS. 
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Important Announcement 


The X-Ray Examination of the 
Alimentary Tract 


By JAMES T. CASE, M.D. 


Ready for Delivery 


Professor of Roentgenology, Northwestern University Medical School, Chicago; Roentgenologist and Assistant Surgeon to the 
Battle C: Battle cr reek, Roentgenologist to St. Luke’s Hospital, 
and C. ng Roentg t to Cook County Hospital, Chicago 


IN THE 4 SECTIONS THERE WILL BE 100 STEREOROENTGENOGRAMS. In addition 
to these a large amount of descriptive text, besides line-drawings and halftone illustrations. 


In developing this important science Dr. Case visited most of the 
important Roentgen Laboratories of Europe, consulted with their directors 
and received many important suggestions that he adopted, and the laboratory 
at Battle Creek, where these Stereoroentgenograms are made, is one of the 


most complete and modern to be found in the entire world. 


The four sections of this Clinic are divided into two divisions, the first 
two sections being devoted to the esophagus, stomach and gall bladder; the 
second two sections are devoted to the intestines, large and small. 


From The American Journal of Roentgenology : 


“*These latest sections of KELLY’S STEREO- 
CLINIC fully sustain the high reputation of this 
famous series. Dr. Case is to be congratulated 
upon both plan and execution. ” 


**This work establishes American supremacy in 
the roentgenology of the alimentary tract. * * 


“Dr. Case has utilized unlimited clinical 
material, both in a great sanitarium and in a great 
city hosiptal. He has had at his command the most 
efficient types of apparatus. He is enabled, there- 
fore, to give us the advantage of carefully selected 
cases and of a , high degree of technical ex- 
ecution. 


“The test of this Roentgen Clinic gives an 
incomparable value to the work. We find herea 
treatise as well as an atlas. It is clear, com- 


prehensive, convincing. The doubts of the surgeon 
or internist as to the value of the Roentgen ray in 
the diagnosis of alimentary diseases vanish long 
before he has reached the concluding pages. 


“Tt is safe to say that this work will reach the 
general profession as no other roentgenological 
work has yet done. It will thus perform a great 
service to roentgenology in presenting and in- 
terpreting to physician and surgeon alike the 
practical diagnostic resources which the screen 
and plate now place at their disposal.”’ 


Other announcements will be made later, as 
we shall continue to organize these Stereo-Clinics 
until every phase of anatomy, pathology, diagnosis, 
surgical and tropical treatment that can be best 
taught by this method has been included. 


Sold only by subscription. For further particulars, address 


THE SOUTHWORTH COMPANY, Publishers 


TROY, NEW YORK 
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New Books and New Editions 


Aaron on the Digestive Organs JUST READY 


Diseases of the Digestive Organs. With Special Reference to Their Diagnosis and Treatment. 
By Cuar es D. Aaron, Sc.D., M.D., Professor of Gastroenterology in the Detroit College of Medicine and Sur- 
gery. Octavo, 790 pages, with 154 engravings, 48 roentgenograms, and 8 colored plates. Cloth, $6.00 net. 


Simon on Infection and Immunity =“ ‘sr Reaby 


Infection and Immunity. A Text-Book of Immunology and Serology. For Students and 
Practitioners. By CHARLES E. Simon, M.D., Professor of Clinical Pathology and Experimental Medicine, 
College of Physicians and Surgeons, Baltimore. Octavo, 351 pages; illustrated. Cloth, $3.25 net. 


Ormsby on the Skin JUST READY 


A Practical Treatise on Diseases of the Skin. By O.iver S$. Ormspy, M.D., Professor of Skin and 
Venereal Diseases in the Rush Medical College, Chicago. Octavo, 1168 pages, with 303 engravings and 
39 plates. Cloth, $6.00 net. 


Hare’s Practice of Medicine READY 


A Text-Book of the Practice of [Medicine. By Hosparr Amory Hart, M.D., B.Sc., Professor of 
Therapeutics, Materia Medica and Diagnosis in the Jefferson Medical College of Philadelphia. Imperial 
octavo, 969 pages, with 142 engravings and 16 full-page plates. Cloth, $6.00 net. 


NEW WORK 


Lord on the Respiratory Organs JUST READY 


Diseases of the Bronchi, Lungs and Pleura. By Freperick I. Lorp, M.D., Instructor in Clinical 
Medicine, Harvard Medical School; Visiting Physician, Massachusetts General Hospital and Channing Home 
for Consumptives, Boston. Octavo, 606 pages, with 93 engravings, 3 colored plates. Cloth, $5.00 net. 


NEW WORK 


P olak’s Gynecology JUST READY 


A Student’s Manual of Gynecology. By Joun O. Potak, M.Sc., M.D., F.A.C.S., Professor of 
Obstetrics and Gynecology, Long Island College Hospital; Fellow of the American Gynecological Society, 
and of the New York Academy of Medicine, etc. 12mo., 414 pages with 100 engravings and 9 colored 
plates. Cloth, $3.00 net. 


Bacon’s Obstetrical Nursing JUST READY 


Obstetrical Nursing: A Manual for Nurses and Students and Practitioners of Medicine. By 
Cuar_es S. Bacon, Ph.B., M.D., Professor of Obstetrics, University of Illinois and Chicago Polyclinic; 
Medical Director, Chicago Lying-In Hospital and Dispensary, etc. 12mo., 355 pages, with 123 engravings. 
Cloth, $2.00 net. 


Wachenheim on Infant Feeding JUST READY 


Infant Feeding. Its Principles and Practice. By F. L. Wacnenueim, M.D., Attending Pediatrist 
Sydenham Hospital and Mount Sinai Dispensary, New York City. 12mo., 340 pages. Cloth, $2.00 net. 


7068-10 Sansom Street LEA & FEBIGER 2 West 45th Street 
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BELLEVUE 


HOSPITAL 


New York City, New York 


Has Bought Eight (8) Lungmotors 


Read the Story 


In February, 1914, after a demonstration of 
the Lungmotor, an outfit was delivered to 
Bellevue Hospital, New York City, “on trial.” 
After 30 days’ use the Allied Hospitals (Gouv- 
erneur, Fordham and the Bronx) were supplied 
one each “on trial’ and Bellevue requested 
another one. 

No effort was made by us to influence the 
purchase of Lungmotors because we were 
satisfied if they were actually used they would, 
by their efficiency, justify voluntary action 
by the Hospital Superintendents to place 
formal orders. 

‘The order did come (December, 1914) 
almost nine months after practical trial in 
many Cases. 

Now comes further proof of Lung- 
motor success:— 

March 19, 1915, Bellevue Hospital sent in 
an order for two more Lungmotors — making 
seven (7) in all. 

April 15 another order came for the Drug 
Department — making eight (8) in all. 

Plainly, here is a case where it was not 
simply buying “anything that looks good.” 
They tried out Lungmotors for months before 


placing their order and then, justified by actual, 
practical experience, they order more Lung- 
motors. 

Here is proof that is proof. 

Bellevue Hospital knew what mechanical 
respirators were before the Lungmotor was 
shown them. 

They were in the best possible position to 
judge—they had owned the “otherkind.” They 
did judge—they bought Lungmotors when 
they needed additional respirators. 

Begin saving lives with the Lung- 
motor in your hospital in cases of :— 

Collapse during anzsthesia. 

Asphyxia new-born. 

Asphyxiation by gas, fumes and smoke. 

Apparent drowning, mining accidents. 

Electric shock. 

Suffocation, pneumonia, diphtheria. 

Positive test of death, etc. 

We send [.ungmotors on inspection. We 
long ago got beyond the “‘trial order stage.” “he 
safety, success, availability and adaptability of 
the Lungmotor have been proved hundreds 
of times. 


Why Wait Till You Lose a Patient — 


by Collapse, Gas or Narcotic Poisoning, Asphyxia New-Born, etc., before 
equipping your hospital with Lungmotor protection. 


Your hospital should buy —they will buy. Request them to. 


Let us send you one to look at—keep it a week— 
get acquainted with it—you’ll not send it back. 


PROCRASTINATION IS THE THIEF OF LIFE 


NEW YORK CITY 


1008 Times Bldg. 


Main Office and Works, 180 North Market Street, CHICAGO 
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Price as shown, $210.00; Exclusive of Cylinders 


S. S. White Nitrous Oxid and 
Oxygen Apparatus No. 3 


For Prolonged Analgesia 
For Profound Anesthesia 


Non-Asphyxial Method 


Gases under separate, instant control; thorough 
intermixing or absolute separation at will; individual 
visible incidators tell unerringly whether either gas is 
flowing; uniformity of flow of electrically warmed 
gases to inhaler assured. 


Analgesia or Anesthesia with Ether Sequence 
Controlled by a Simple Manipulation 


Send for illustrated, descriptive pamphlet 1342E. 
You will find it of great interest. 


The S. S. White Dental Mfg. Co. 
Chestnut St., Cor. Twelfth PHILADELPHIA 


BROMIDE CHLORIDE 
SULPHATE CARBONATE 


Send for clinical and 


descriptive literature. 


“Carcinoma of the uterus still con- 
tinues to yield most gratifying results, 
and the effects of radium treatment in 


Radium Element Content Guaranteed ical or surgical methods.” LONDON 


inoperable cases are far in advance of 
those obtained by any other known med- 


RADIUM INSTITUTE, British 
Medical Journal, May 23, 1914. 


Forbes and Meyran Avenues 


Radium Chemical Company 


General Offices and Laboratories 


Pittsburgh, Penna. 
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“Knukl fit” 


Surgeons Gloves 
The Acme of Rubber Gloves 


Cuticle Touch—No Tension 
Surgeons no longer need complain about a glove not 
fitting. “Knuklft’’ is the perfect fitting glove. 
The “Knuklfit” patented glove prevents all tension 
at the knuckles, prevents exertion, gives free action of 
the fingers, insures the most sensitive cuticle-like touch. 
The Knuckle Bulge 
That little knuckle bulge makes “Knuklfit” gloves 
scientifically perfect. It insures the normal surgical 


touch. With “Knuklfit” you would not know you 
had gloves on. 


Our Guarantee 
We rigidly guarantee “Knuklfit” to give entire satis- 
faction. If they don’t, send them back and get your 
money. 75c per pair, $7.50 per dozen. Sizes 6 to 10. 


The Lincoln Rubber Co. 
Akron, Ohio 


Orthopaedic Apparatus 


Our facilities in this 
department are unsur- 
passed. In the hands of 
expert orthopedists, 
your orders will have the 
best attention possible. 


Appliances for Spinal 
Curvature, Infantile 
Paralysis, Talipes Varus, 
Genu Valgum or forany 
deformity, the relief of 
which is indicated by 
the application of a 
scientifically made de- 
vice, will, if placed in 
our hands, beguaranteed 
to give satisfaction. 


Send for measure blanks. 
We solicit your inquiries. 


Infantile Paralysis Brace 


FEICK BROTHERS CO. 
809 Liberty Avenue PITTSBURGH, PA. 


For Wassermanns and other 
Serological Operations, use 


Electric Centrifuges 


Send for Catalog Cs euntete 
International Instrument Co., 


Electric Instrument Sterilizers 


NOW SAFE AGAINST 
INJURIOUS OVERHEATING 


A protective device shuts off current 
if water fails. 


GUARANTEED FOR FIVE YEARS 


Sizes: 8 in. long to 16 in. long 
Prices: $14.75 to $24.00 


Ask your dealer for a demonstration or give us his name 


The Prometheus Electric Co. 
245 East 43rd Street New York City 
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A Revelation in X-Ray 
Tube Efficiency 


“The biggest advance ever made 
in tube construction!” Such is the 
verdict of hundreds of leading 
Roentgenologists the country over. 
Day-by-day laboratory use readily 
demonstrates that 


THE NEW 
HYDROGEN TUBE 


gives results that are possible with no other 
tube ever made. By an entirely new 
principle that is absolutely dependable, 
the vacuum is always under the operator’s 
complete control and can be quickly 
raised or lowered at will. Uniform, de- 
pendable results are certain whetherused for 
radiography, fluoroscopy or deep therapy. 


Insures Better Technic 


Deeper penetration —longer life — 
greater flexibility and dependability of 
control—combine to permit improved 
technic by providing a more efficient, as 
well as a more economical tube, than ever 
before known. 


Write today for Bulletin 105—telling 
all about the unique qualities of the 


HYDROGEN TUBE. 


Orders should be filed without delay— 
since demand for the Hydrogen Tube is 
already well in advance of production 


SNOOK-ROENTGEN 
MANUFACTURING CO. 
1224 Race St. 


Philadelphia, Pa. 


Foods Shot 


From Guns 


Puffed Wheat and Puffed Rice 
are made in this way: 


Whole grains are sealed up in 
guns. Then the guns are rolled for 
60 minutes in 550 degrees of heat. 
They are thus cooked, baked and 
toasted as grains never were before. 


But the final act explodes those 
grains. Each separate food gran- 
ule is blasted to pieces by exploding 
the steam within it. So more than 
100 million explosions are caused 
in every grain. 


As a result, every granule in the 
grain is fitted for easy digestion. 
No other process breaks up even 
half of them. This process breaks 
them all. It was invented by Prof. 
Anderson, formerly of Columbia 
University. 


In addition, these are food confec- 
tions, with a taste like toasted nuts. 
Nothing tastes better with cream 
and sugar or floated in bowls of 
milk. 


Puffed Wheat, 12c 
Puffed Rice, 15c 


Except in Extreme West 


The Quaker Oats @mpany 


Sole Makers—Chicago (938) 
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MILK-BORNE DISEASES 


There are no instances of Infectious Diseases arising from the use of Gail Borden Eagle 
Brand Condensed Milk. It contains NO BACTERIA that produce Infection. In 
epidemics many dangers to infants can be avoided by the use of 


CONDENSED 


THE ORIGINAL 


THE PHYSICIAN WILL FIND IN ‘‘EAGLE BRAND” THE MEANS OF LESSENING 
THE DEATH RATE IN OUTBREAKS OF INFANTILE DISEASES. This result is due 
to the modern and sanitary methods of production and manufacture strictly enforced by 
the Borden Company. 


Write today for Samples, Analysis, Feeding Charts in any language, 
also our 50-page book, ‘‘Baby’s Welfare’’. 


Borden’s Condensed Milk Co. 


**Leaders of Quality’’ 
Est. 1857 New York 


ntipblogistic 
nti p yret ic 


—and NOVATOPHAN 


The Tasteless Atophan for Hypersensitive Patients 


Schering & Glatz - = 150-152 Maiden Lane, New York 
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Eastman 


Screen X-Ray 
Film 


HIS new film produces a remark- 
ably clear negative, sharp in 
detail and just the right degree of 
contrast to make it easy to read. 
Fast enough to meet the most exact- 
ing requirements, and low in cost. 


For sale by all supply houses. 
Pamphlet by mail on request. 


EASTMAN KODAK CO., 
ROCHESTER, N. Y. 


Prevention 


50% Better 


Defense 
Indemnity 


All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 


Or his estate is sued, whether the act or omission was his 
own 


Or that of any other person (not necessarily an assistant 
or agent). 


All such claims arising in suits involving the collection of 
professional fees. 


All claims arising in autopsies, inquests and in the pre- 
scribing and handling of drugs and medicines. 


Defense through the court of last resort and until all legal 
remedies are exhausted. 


Without limit as to amount expended. 
You have a voice in the selection of local counsel. 


If we lose, we pay to amount specified, in addition to 
the unlimited defense. 


10 The only contract containing all the above features and 


which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of Fort Wayne, Indiana 


Professional Protection, Exclusively 


I T was Dr. CasimerFunk’s 

prolonged study of beriberi, 
and the work of many other scientists in 
endeavoring to discover the indispensable 
element in rice bran, which finally led to 
the isolation of the vitamines. 


The vitamines are found chiefly in vege- 
table foods, particularly in oranges, lemons 
and potatoes; and are especially abundant 
and valuable in the pericarp or husk of 
wheat, barley, oats and buckwheat. 


DENNOS FOOD, made of whole wheat, 


must therefore be very rich in vitamines, which 
probably explains its great efficiency in over- 
coming scurvy, rickets and eczema. 


Samples, analysis and literature sent to physicians on 
request. Address 


re 


Dennos Food Sales Company 
415-419 Northwestern University Bldg. 
31 W. Lake St. CHICAGO, ILL. 


See How Easy to Apply the 


EL vitcaniznc PATCH 


You can time the whole opera- 

tion, and be thru in less than 60 
seconds. Now—ready! 

Put the faulty glove on your hand 

(so that the surface around the tear or 

puncture is smooth), then, a few brisk 


rubs with sandpaper to rough 
the fabric. Now, with a pair 
of tweezers or forceps, remove 
an E. Z. Patch from the 
mounting card, moisten its 
RED, rubbery side with a drop of gaso- 
line, and, after permitting this to dry 
fora few moments, place the moist side 


down over the puncture or tear and press the 
patch with your thumb for a few seconds soit can 
firmly adhere. 

All done, and all ready for sterilization, where 
4 the patch will actually vulcanize to the glove. 

It’s there permanently —can’t peel or come off, 
and it’s non-poisonous and non-infecting. 

A trial envelope containing 12 EF. Z. Patches 
with full directions for 25c. Hospital size, 100 


Patches for $1.00. Sample on request. 


THE E. Z. PATCH COMPANY 


AKRON, OHIO 
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The Storm Binder and Abdominal Supporter 


(PATENTED" 


FOR 
Hernia, Relaxed Sacroiliac Articulations, 
Floating Kidney, High & Low Operations, 
Ptosis, Pregnancy, Obesity, Pertussis, etc. 


Adapted to Use for Men, 
Women, Children and Babies 


No Whalebones 
No Rubber Elastic 
Washable asUnderwear 


OBESITY BELT 


Comfortable for sofa and 
bed wear and athletic 
exercises. A practical relief for visceroptosis. 


Send for new folder and testimonials of physicians. General mail 
orders filled at Philadelphia only — within twenty-four hours. 


Katherine L. Storm, M.D. 


A soluble,readily absorbed 
and promptly excreted, 
practical,efficient and safe 


Hypnotic, Sedative 
- and 
Antispasmodic 
which is firmly holding its 
place against all new comers. 


SS 


Powder 
Tablets In one-ounce cartons 
5 grains, bottles of one hundred it 
and boxes of ten Suppositories 


10 grains, boxes of six 


Redinal 


150-152 Maiden Lane, New York 
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Surgeons, are you Fortified with the Right Gloves? 


**WELL-NOWN’’ Gloves Afford You the Protection 
Necessary in Your Operations 


A Perfect fit and always Fresh rubber, they are absolutely 
Guaranteed as to Wearing quality and Sterilization or money 
refunded. 

“Well-Nown” gloves are being used by the most_Eminent 
surgeons of the Country and Leading hospitals, where Excellent 
Equipment is the first requisite. 

These Gloves are in every respect the kind of gloves you ~"ije 
wish you could Obtain, but never knew just where to Buy the 


“Do It Now.” Send us your order and be convinced of “their 
superiority. 
SENT PREPAID ON RECEIPT OF PRICE , ... 
2 pairs 6pairs pairs 
Medium Weight, smooth - $1.00 $3.00 5.00 
Medium Weight Pebbled Non- Slip - 3.60 .75 
Tissue Cots, assorted sizes, 3 don. (no less) 50c. Stace 6 00 28 
56 E. Randolph St., 6th Fl. uses © to 
L. T. KINNEY & GHIGAGO: Mention Size and Style When Ordering 


DESIGNED ‘BY AW WOMAN PHYSICIAN 
SPECIALLY ADAPTED FOR 


MATERNITY 


and Abdominal Support in 


Writes an advertiser: 


“In many instances we have carefully keyed the 
advertisement and the number of inquiries 
have exceeded our expectations. This is espe- 
cially true where the advertisement is for expen- 
sive apparatus and appliances. We have had 


as many as forty inquiries from a single ad- 
vertisement for very expensive apparatus. 
Furthermore we have had many direct sales.’’ 


A Real Advertising Medium 


SURGICAL CASES 


A Blessing for Stout Women, Invalids and for 
Women who cannot wear ordinary Corsets 


PRICE, $5.00 


Special Terms to Physicians and Nurses 


Write for Booklet No. 2 giving full informa- 
tion and photographic reproductions to 


BERTHE MAY, Mir., 10 E. 46th St.,New York | 


SHARP & DOHME 


Surgery, Gynecology and Obstetrics t 


THE ACORN 


A Good Foundation 
A Healthy Growth 
and because of 
“Quality First” 
Products now the 
Largest strictly 


pharmaceutical 
Laboratory in the 
U. S. A. 


SES 
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Entrance West House Office and Bath House Psychopathic Hospital 


THE MILWAUKEE SANITARIUM 


FOR MENTAL AND NERVOUS DISEASES WAUWATOSA, WIS. 
Located at Wauwatosa, (a suburb of Milwaukee) on C, M. & St. P. Ry., 24% hours from Chicago, 15 minutes from Milwaukee, 5 minutes 
from all cars, Two lines street cars. Complete facilities and equipment, as heretofore a d. Psy thic Hospital. 
Continuous baths, fire-proof building, separate grounds. West House: Rooms en suite with private baths. Gymnasium end recreation 
building: Physical culture, ‘‘Zander’’ machines, shower baths, Modern Bath House: Hydrotherapy, Electrotherapy, Mechanotherapy. 
30 acres beautiful hills, forest and —. a houses, Individualized treatment. 

RIC vasa DEWEY, A.M., CHICAGO OFFICE: Marshall Field & Co., Annex Bldg. 
EUGENE CHANEY, M.D. HE RE: ar W. POWERS, M.D. Wednesdays 1 to 3 o'clock, except in July and Aug. 


mover MILK BOTTLED IN THE 
‘L Sanitarium 


Established 1857 


Kenosha, Wisconsin 
On C. & N.-W. Ry. 


Successfully operated for over 55 years. 
Located midway between Chicago and 
Milwaukee in 100-acre park, fronting 
Lake Michigan, having an unexcelled 
environment in a most healthful climate. 
Cool summers. 

Offers country quiet with home-like com- 
forts; the atmosphere of a family life and the 
safety of good nursing under experienced med- 
ical care. Food fads or extremes in dietary 
are avoided. 


Correspondence with physicians solicited. MILK CREAM BUTTER 
Address the manager, BUTTERMILK 


N. A. PENNOYER, M.D. evanston CHICAGO oak park 


Kenosha, Wis. Long Distance Tel. 100 
Chi on WHY NOT HAVE THE BEST? OUR 
Marshall Field Building, Room 801 WAGONS WILL SERVE YOU ANY. 
Thursdays 2 to 4 Tel. Randolph 2801 WHERE. TELEPHONES AT ALL OFFICES 


BSTRACTS, TRANSLATIONS AND MEDICAL 
BIBLIOGRAPHIES furnished at reasonable rates. 


Address: AUDREY GOSS, M. D. 
JOHN CRERAR LIBRARY CHICAGO 


THE INDEXERS| 


INDEXERS OF SURGICAL JOURNALS 


MISS JULIA E. ELLIOTT, Director 5526 SOUTH PARK AVENUE, CHICAGO 
Send for Information 
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INCREASED OPPORTUNITIES 
For Post Graduate Medical Work in Chicago 


The Chicago Policlinic and The Chicago Post Graduate School have 
affiliated and are now able to offer greatly increased opportunities and 
facilities for systematic post graduate work. After May ist, 1915, these 
institutions will be conducted as a single school, one ticket admitting the 


holder to the joint work of both institutions, and the schedules of clinics 
and didactic instruction will be so arranged that anyone wishing to pursue 
special lines will find all day work in the specialty. Personal instruction 
will be given in all departments, including laboratory work and operative 
work on the cadaver. For details write either 


The Chicago Policlinic The Post Graduate Medical School 


M. L. HARRIS, Sec’y OF CHICAGO EMIL RIES, Sec’y 
Dept. B, 219 W. Chicago Ave. Dept. B, 2400 S. Dearborn St. 


SOCIETY OF THE 


LYING-IN HOSPITAL 


OF THE CITY OF NEW YORK 


Practical Instruction in Obstetrics 
Offered to Graduates and Undergraduates in Medicine 


Unexcelled facilities for the practical study of Obstetrics. The 
number of women treated averages over 5000 annually. Opportun- 
ities for original research to properly qualified graduates are likewise 
available. 


For further particulars address the resident Medical Superintend- 
ent, Dr. Wm. H. Spiller, 307 Second Ave., New York City. 
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Advance Information 


Original articles which _are to appear in early issues 


A New Procedure for the Cure of Chronic Synovitis of Joints..................0-0008: 


The Diagnosis of Enteroliths by Means of the Réntgen Rays; with Report of Two Cases 


The Treatment of Angiomata by the Injection of Boiling Water (Wyeth Method)...... 


Pulsion Diverticulum of the sophagus; a New Operation for Its Cure................ 
CHEVALIER JAcKsoNn, M.D., and Orto Gaus, M.D., Pittsburgh 


New Facts Concerning Cancer and Their Clinical Significance...................4-. ; 
CARPENTER MacCarty, M.D., Rochester, Minn. 


dranma Into and About C. E. CALDWELL, M.D., Cincinnati 
Three Cases of Cysts of the Mesentery............. Epwarp G. Jones, M.D., Atlanta, Ga. 
Goiter Operations with Simplified Technique.....A. E. BENJAMIN, M.D., Minneapolis, Minn. 


Pseudo Fracture of the Sesamoid Bones of the Big Toe... 


R6éntgentherapy in Non-Malignant Deep-Seated Lesions. 


A Modified Gas-Oxygen-Ether Apparatus................ Tuomas L. Dace, M.D., Chicago 


Technique Used in Applying Anastomotic 
Ricarpo Frnocutetto, M.D., Buenos Aires, Argentine 


Treatment of Fractures by Autogenous Bone Transplants...................0-eseeees 


Clinical Results in Operations on Tumors of the Bladder by Various Operators for the 
Past Fifteen Years; a Review of 1702 Cases...JAMES A. GARDNER, M.D., Buffalo, N. Y. 


Bulgarian Bacillus in the Treatment of Cystitis and Pyelitis with Alkaline Urine........ 


The Goldschmidt and Wossidlo Technique in Handling Obstructions at the Vesical Neck 


Prolapse of the Uterus of Unusual Origin.............. J. R. Jupp, M.D., Honolulu, Hawaii 


Disinfection of the Hands and Abdominal Skin Before Operation.....................5 


Report of Skin Disinfection with McDonald’s Solution..................ccceececesece 


Sterilization of the Skin by a More Powerful and Less Irritating Germicidal Solution than 


E. MacD. Stanton, M.D., Schenectady, N. Y. 
A C. Jerr. MILLER, M.D., New Orleans 
A Study of the Relation Between the Degree of Menstrual Reaction in the Endometrium 

and the Clinical Character of Menstruation............. Emit Novak, M.D., Baltimore 
Suprapubic Prostatectomy Simplified........ G. SHEARMAN PETERKIN, M.D., Seattle, Wash. 
Perinephritic Abscess; a Review of Cases Operated upon at the Massachusetts General 

Hospital fsom 1899 tO 1913... Epwarp P. RicHArpson, M.D., Boston 


Congenital Intestinal Anomalies.................Mitton C. Stureis, M.D., Seattle, Wash. 


= 
7 
| 
4 . - 


SURGERY, GYNECOLOGY AND OBSTETRICS Xxxi 


aN RATES 


Room with detached bath, $2 to $3 
Room with private bath - $3 to $5 


Two Persons: 


~ Per Day 
Room with detached bath, $3 to $5 
Z Room with private bath - $5 to $8 


Two Connecting Rooms with Bath: 
er Day 


Two Persons - $5 to $8 
Four Persons , - $8 to $12 


Suites: $10 to $35 per day 


ERNEST J. STEVENS, V.-Pres. & Mgr. 
La Salle at Madison Street - Chicago 
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HE popularity of HOTEL LA SALLE with the traveling public 
is largely due to the excellent food, prompt service, and wide 
choice of wholesome, appetizing dishes offered on the Special 
Breakfast, Luncheon, and Dinner Menus. 


In the Rockwood Room, Breakfast is served at fifty, sixty and 
seventy-five cents, and Luncheon at seventy-five cents per person. In 
the German Room, Luncheon is served at seventy-five cents and 
Dinner at one dollar per person. Both in the rooms and in the restau- 
rants, HOTEL LA SALLE gives the guest more for the price he pays 
than any other hotel in Chicago. 


HOTEL LA SALLE is the recognized headquarters in Chicago 


for Physicians and Surgeons. 
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Sherman 


City Hall Square 
Chicago 


A three million dollar masterpiece 
in hotel construction and equipment, 
enhanced by perfect service. 


In the center of the business, 
shopping and theatre districts. 


750 rooms, all with private bath, at 
rates averaging one dollar a day less 
than those of any other hotel operat- 
ing on the same plane of excellence. 


Single rooms: $2.00, 
$2.50, $3.00, $3.50, $4.00 


Double rooms: $3.50, 
$4.00, $5.00, $6.00 


Suites: $5.00 to $15.00 


Home of the famous College Inn 
Randolph Street at Clark 


HOTEL SHERMAN COMPANY 


Economical Luxury 


Is offered the traveling 
public at the new 


Fort 
Dearborn 
Hotel 


Chicago 


Opposite LaSalle Street Station 
LaSalle Street at Van Buren 


Every room with 
private bath or toilet 


$1.50 —$2.00 —$2.50 
Per Day—No Higher 


Hotel Sherman Company 
Chicago 


S355 
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Michigan Boulevard, Congress to Harrison Streets 
Facing Beautiful Grant Park and Lake Michigan 


ba 
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Congress Hotel and Annex 


THE RENDEZVOUS OF THE DISCRIMINAT- 
ING TRAVELERS FROM EVERY LAND 


Largest Space Devoted to Public Use of Any Hotel 
in the World 


In the Center of Everything Worth Doing and Seeing 
Easily Reached From All Depots by Surface, Elevated or Taxi 


EUROPEAN PLAN ONLY—Rates $2.00 per day upward 


CONGRESS HOTEL COMPANY 


N. M. KAUFMAN, President 
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—On Your 
Santa Fe Way 
to Sunny 


only Line to both Expositions. 
W. J. BLACK, Pass. Traffic Mer. 


California 


Stop and visit some of the real World Wonders—such as 
Petrified Forest—Grand Canyon of Arizona— Ancient 
Indian Pueblo, etc. Our picture folders tell of these 
places in most interesting way—and we want to send you 
our Exposition folders. You know The Santa Fe is the 


1077 Ry. Exch. 


Beware of Imitations 


McAvoy’s 
Malt Marrov 


as a Tonic 


Has No Superior 


McAvoy Malt Marrow Dept. 
CHICAGO, U. S. A. 


_ § Calumet 5401—All Departments 
Our Phones are: Auto. 71-125 
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with every facility at their command, and with access 
to the most complete equipment in the world, have 


developed POLARINE for the lubrication of your 


motor car. 


Polarine, which is recommended by the 
Standard Oil Company for the lubrica- 
tion of motors in all standardized makes 
and types of automobiles and motor 
boats, is the result of long experience, 
careful study and exhaustive experiments 
by the Engineering Corps of the compa- 
ny. It is the best oil which modern ex- 
perience and skill have produced. No oil 
made in a less efficient way can be 
equally efficient. 


POLARINE is the Scientific Oil. 


Polarine maintains the correct lubri- 
cating body at any motor speed or tem- 
perature. It protects every part of the 
motor subject to wear, minimizes carbon 
and increases power. 

Nearly 7,000,000 gallons were used in the 
Middle West alone in 1914—a fact which 
proves superiority. 

STANDARD OIL COMPANY 


(INDIANA) 


CHICAGO, U.S. A. 


FRICTION REDUCING MOTOR OIL 


Made ade inthe largest plant of its kind in the world 


Use RED CROWN Gasoline for More Miles per Gatton 


“Y%olarine 
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NEW YORK POST-GRADUATE 
Medical School and Hospital 


Twentieth Street and Second Avenue 


Summer Session, 1915 


NEW YORK CITY 


Owing to the European war, and the consequent inability of physicians 
to study abroad, the attention of the medical profession is directed to the 
especially favorable opportunities offered in this School to obtain special 
courses in any department of medicine or surgery equal to those given in 


Berlin or Vienna. 


Students may devote the entire day throughout the 


session to many branches of study in which they are particularly inter- 
ested. General and separate clinical courses are continuous throughout 


the year, and arranged to allow of matriculation at any time. 


A special 


feature is made of the fracture clinics, which are among the largest in the 


country. 


The hospital provides for over 400 patients, and offers exceptional 
opportunities for extensive bedside teaching. Nine operating rooms; five 


lecture amphitheatres; over 6,000 operations yearly. 


All branches of 


medical and surgical teaching, including ample facilities for surgical diagnosis, 


surgical technique and post-operative treatment. 


From 700 to 900 patients 


admitted daily to the Dispensaries for teaching purposes. 


The General Course comprises daily 
clinical lectures and bedside instruction in 
Surgery, Gynecology, Medicine, Pedi- 
atrics, Dermatology, X-Ray, Orthopedics, 
Oral Surgery, Obstetrics, Diseases of the 
Rectum, Genito-Urinary Diseases, Neu- 
rology, and Diseases of the Eye, Ear, 


Nose and Throat. Any of these subjects _ 


may be taken separately. 


Special Courses are given to classes 
limited as to the number of matriculates, 
in the following subjects: Non-Operative 
Gynecology, Cystoscopy and Endoscopy, 
Obstetrics, Rectal Diseases, X-Ray, 
Diseases of the Stomach, Abdominal 
Diagnosis, Metabolism and Constitutional 
Diseases, Applied Therapeutics, Diseases 
of the Circulation, Diagnosis and Treat- 


For further detailed particulars address 


ment of Infectious Diseases, Infant Feed- 
ing and Physical Diagnosis, Intubation 
and Tracheotomy, Bronchoscopy and 
Gastroscopy, Refraction and Retinoscopy, 
Neurology, Anesthesia. 


Special Operative Courses on the cada- 
ver and in the operating rooms are given 
in General Surgery, Gynecology, Rectal 
Diseases, Genito-Urinary Surgery, Ortho- 
pedic Surgery, and Surgery of the Eye, 
Ear, Nose and Troat. 


Fully Equipped Laboratories offer 
excellent opportunities for special and 
advanced courses in Hematology, His- 
tology and Pathology, Bacteriology, Patho- 
logical Chemistry, Serology and Vaccine 
Therapy, and Tropical Medicine, Ke- 
search courses for qualified students. 


GEORGE GRAY WARD, Jr., M.D., Secretary of the Faculty 


313 East 20th Street, NEW YORK CITY 
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Tonic with 
Food Value 


You will find in Malt-Nutrine valuable 
tonic properties due to the aromatic 
bitter principles of Saazer hops. You 
will also find the food value of more 
than 14 per cent. of pure malt extract. 
The ingredients of Malt-Nutrine are 
carefully and properly chosen to consti- 
tute a real food-tonic and are combined 
through scientific processes under the 
direction of competent chemists. 


is the recognized standard of medicinal 
malt preparations. . It is extensively 
prescribed by physicians as a food-tonic 
for nursing mothers, protracted conva- 
lescence from acute diseases,.insomnia 
and many other conditions. Do not 
confuse it with cheap dark beers. 


Pronounced by the U. S. Internal 
Revenue Department a 


PURE MALT PRODUCT 
and not an alcoholic beverage. 


ANHEUSER-BUSCH St. Louis 
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Where Thyroid 
effects are desired 
Armour’s Thyroids 


LABORATORY should be specified 


Armour’s 
 Parathyroids 


der 
ablets—1-20 gr. 
Pituitary Liquid 
—(Physiologically 
Standardized) 
1-c, c. ampoules 


Corpus Luteum 


apsules—s gr. 
Tablets—2 gr. 


Elixir of Enzymes 
Red Bone Marrow 


As’ new uses for Thyroids are discovered, different sized doses are 
suggested. In children’s cases a small dosage is sometimes 
advisable. We have added to our list, Thyroid Tablets, 14 grain. 
@ Thyroid Powder (Armour) is made from selected fresh thyroid 
glands. It is standardized and runs uniformly 0.2 per cent organic 
iodin in thyroid combination. 
Thyroid Tablets - 2-grain 

1-grain 

“ 
are made from standardized Thyroid Powder. 


New Literature on Request 


ARMOUR 4x: COMPANY, Chicago 


Ask for it by name— 


and thus avoid substitution 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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